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Background: Mutual support groups are one of the world’s most commonly used forms of 
addiction recovery support. Participation has been associated with reduced substance use and 
abstinence. There is, however, limited empirical understanding of how suitable or beneficial 
group participation is for Indigenous peoples in similarly colonised countries (Australia, New 
Zealand, Canada, United States of America, Hawaii). This thesis aims to improve our 
understanding of the cultural utility of mainstream addiction recovery mutual support group 
programmes for Indigenous peoples. The SMART Recovery programme will be used as a 
case study with Indigenous Australia as a cultural milieu.  
Methods: This thesis presents findings from three published empirical studies. In Study 1: a 
PRISMA-informed systematic literature review was performed to determine the number, 
nature, and scope of internationally available evidence on Indigenous people’s experiences of 
and outcomes associated with attending mutual support groups. Study 2: used an Indigenous-
lensed multi-methods research design to explore: 1) How Indigenous Australian facilitators 
(n=10) and group members (n=11) experience SMART Recovery and utilise it as a recovery 
resource; and 2) If the SMART Recovery programme components and operational process 
are culturally suitable and helpful. In Study 3: a three-round Delphi synthesised with 
Indigenous research methods was conducted to: 1) Obtain expert opinion on the cultural 
utility of the Indigenous SMART Recovery handbook; 2) Gain consensus on areas in the 
SMART Recovery programme that require cultural modification; and 3) Seek advice on how 
modifications could be implemented in future programme design and delivery.  
Results: Study 1 revealed a paucity of empirical knowledge on the acceptability and 
outcomes of addiction recovery mutual support groups for Indigenous peoples of Australia, 
New Zealand, Canada, United States of America and Hawaii. Study 2 offers first insights into 
how Indigenous peoples in Australia perceive and use SMART Recovery. Based on their 
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experiences, a range of culturally informed programme modifications were suggested to 
enhance its cultural utility. Study 3 confirmed that cultural modifications are needed to 
enhance the cultural utility of SMART Recovery for Indigenous Australian contexts. An 
expert panel reached consensus on five key programme modifications and developed a set of 
strategies to help SMART Recovery integrate these into future programme planning and 
design. Study 2 and 3 also demonstrated the promise of two innovative research 
methodologies that could be used to involve Indigenous peoples in the design and evaluation 
of mainstream mutual support group programmes without added burden to personal, 
community and/or professional obligations. 
Conclusions: This thesis presents the first series of studies to investigate the cultural utility 
of mainstream mutual support groups for Indigenous peoples. Findings suggest that culturally 
appropriate language, culture-based programme activities and less rigid group delivery 
formats would enhance suitability and helpfulness of existing programmes as a recovery 
resource for Indigenous peoples. Thesis findings have implications for future planning and 
development of SMART Recovery and other mutual support groups like 12-steps 
programmes. There is an urgent need to extend this research to Indigenous peoples of New 
Zealand, Canada, United States of America, and Hawaii – whose perspectives are not yet 
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Indigenous Australian  
Used interchangeably throughout the thesis to refer to both 
Aboriginal and Torres Strait Islander peoples who are the traditional 




Refers to organisations, defined by the Australian state of New 
South Wales’ Child, Family and Community Peak Aboriginal 
Corporation (AbSec), that are: 
• Incorporated as an Aboriginal organisation 
• Initiated by a local Aboriginal community 
• Based in a local Aboriginal community 
• Governed by an Aboriginal body which is elected by the 
local Aboriginal community 
• Delivering holistic and culturally appropriate health care to 
the community which controls it 
• It excludes community-controlled health organisations that: 
• Are government-led 




of addiction  
Used interchangeably to refer to both self-identified or clinically 
significant problems with substance use (e.g., alcohol, illicit drugs) 
and non-substance related behaviours (e.g., gambling, eating, 
shopping). These terms also mirror the language that is used within 
the international mutual support group literature.  
Cultural utility Defined in this thesis as “the perceived suitability and helpfulness of 
a health intervention within a specific cultural context”. 
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Indigenous and First 
Nations people(s) 
Used interchangeably to refer collectively to the traditional 
custodians of Australia, New Zealand, the United States of America, 
Canada and Hawaii.      
Mainstream  Defined within this thesis as: any health intervention, treatment 
programme, model or approach that is:  
• Administered and/or delivered by an organisation, service or 
agency  
• National or state government funded and co-ordinated 
• Not provided by an Aboriginal Community Controlled 
organisation, service or agency.  
The use of this term also implies that the conceptual, theoretical and 
practice frameworks have been derived from western cultural 
beliefs and practices. Such services seek to serve members of the 
dominant cultural group.  
Mutual support group(s) Used for brevity and refers to any formalised addiction recovery-
oriented mutual support group programme provided for individuals 
in recovery from substance and/or non-substance related addictive 




Wording used in Chapter 3 (systematic literature review) to refer to 
the Indigenous peoples of the United States of America. This term 
was used to mirror the wording and cultural context of the retrieved 
articles of this published systematic review article.  
Recovery  In the absence of a universal definition for recovery (White, 2007) 
and in recognition that recovery is regarded differently by each 
individual and mutual support group programme (The Betty Ford 
Institute Consensus Panel, 2007) – in this thesis, recovery has been 
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conceptualised broadly and encompasses 11 of the most commonly 
accepted characteristics, identified by prior literature reviewed (Best 
& Lubman, 2012; Leamy et al., 2011; Sheedy & Whitter, 2009). 
These are: 
1. There are many pathways to recovery 
2. Recovery involves a personal recognition of the need for 
change and transformation 
3. Recovery is holistic 
4. Recovery has cultural dimensions 
5. Recovery exists on a continuum of improved health and 
wellness 
6. Recovery emerges from hope and gratitude 
7. Recovery involves a process of healing and self-re-definition 
8. Recovery involves addressing discrimination and 
transcending shame and stigma 
9. Recovery is supported by peers and allies 
10. Recovery involves (re)joining and (re)building a life in the 
community  
11. Recovery is a reality 
Wesley Mission  A not-for-profit, non-government-funded welfare service that 
provides a range of practical, emotional, and occupational support 
services to individuals, families, and community groups Australia-
wide. 
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Thesis Preface 
The idea for this thesis was conceived in 2016 while I was working as a gambling 
counsellor for Wesley Mission in Wollongong, New South Wales, Australia. While 
undertaking the community education and liaison responsibilities of this role, I met four 
Indigenous SMART Recovery facilitators and learnt that each facilitator was independently 
operating a SMART Recovery group with similar, culturally motivated programme 
modifications. The groups were operating in three different communities within the 
Australian state of New South Wales (NSW) (n=2 from Yuin nation, Wollongong; n=1 from 
Wiradjuri nation, Orange; n=1 from Darkinjung nation, Central Coast).  
In each case, the Indigenous facilitators maintained some of the major programme 
components (e.g., check in/check out processes and group discussion time to help members 
resolve issues underpinning their problematic behaviours). However, the programme had also 
been adapted to reflect “The black fella way of doing things”. Some modifications included: 
referring to the programme as “Koori SMART” (Wollongong group only), hosting the 
meeting for half a day as opposed to the prescribed 90 minutes, encouraging family members 
and/or partners to attend meetings, offering transport (to and from groups) and providing a 
“hot lunch” (“You gotta feed ‘em or they won’t come!” Wollongong facilitator). Additional 
modifications included allowing regular breaks, taking group members on “outings”, and 
hosting guest speakers from external services (e.g., housing, education, employment, primary 
health services).  
The Indigenous facilitators each told me that they had attempted to run their meetings 
as “they were told to by SMART Recovery” but felt it was “too white” and “too formal” (for 
themselves and their group members). They explained that having to follow a prescribed 
meeting agenda conflicted with their intrinsic flexible and holistic approach to client care. 
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They also told me that they felt some of the programme’s content did not align with their 
Indigenous worldview.  
After I was accepted into the Doctor of Clinical Psychology programme, I was 
fortunate in that that my supervisor, A/Prof Peter Kelly, was a member of the SMART 
Recovery Australia Research Advisory Committee. He and the other committee members 
saw merit in a research project that would consider the cultural appropriateness of SMART 
Recovery for Indigenous Australians. More importantly, this research was endorsed by the 
four Indigenous facilitators I originally met through Wesley Mission and also by Elders and 
Aboriginal health professionals within my community. They all agreed that research 
exploring the suitability and helpfulness of mainstream addiction recovery mutual support 
groups would be of benefit for Indigenous Australians.  
My personal hope for this thesis is that it also raises the profile of Indigenous ways of 
knowing, being and doing addiction recovery within the dominant (western) psychology 
sector. By fostering an appreciation for Indigenous wellbeing expertise, I hope to empower 
Indigenous peoples, enlighten western health care providers, and unite the two cultures over a 
shared desire for culturally meaningful and sustainable addiction recovery interventions.  
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Chapter 1: Introduction 
1.1 Overview of Addiction Recovery Mutual Support Groups  
Addiction recovery mutual support groups are non-clinical, not-for-profit, 
community-based forums, where people experiencing similar addictive behaviours can meet 
to attain and/or maintain recovery (Gitterman, 2006). This can include addictions to 
substances (e.g. alcohol, illicit drugs) (Sussman et al., 2011) and/or other problematic 
behaviours (e.g. gambling, eating or shopping) (Binde, 2012; Hing et al., 2014). Group 
members help each other to achieve recovery-oriented goals by exchanging information and 
advice drawn from their own lived experiences (Public Health England, 2015). 
Collaboratively, they learn new skills and can resolve obstacles that might impede recovery1 
progress (White, 2010). Attendance has been shown to be beneficial at any stage of an 
individual’s recovery journey (i.e., pre-abstinence through to relapse prevention) (Donovan et 
al., 2013). Accordingly, current clinical guidelines recommend referrals to mutual support 
groups as part of best practice (National Institute for Health and Care Excellence, 2011, 2012, 
2020). 
Used as an addiction recovery intervention since 1737 (White, 2019), mutual support 
groups are one of the world’s most popular and easily accessible forms of recovery support 
(White, 2010). This type of support appeals to recovery seekers for its convenience, no 
service cost, long-term accessibility and because they can exercise anonymity and autonomy 
with regards to participation (Donovan et al., 2013). For group facilitators and health 
professionals, mutual support groups offer a time and cost-efficient option (e.g., low staffing 
demands, limited material resources required) (Chinman et al., 2002). They can be used as a 
 
1 Recovery is conceptualised broadly in this thesis in recognition that there is no universal definition for this 
term and that it can be interpreted differently for each person and each mutual support group programme. 
Please refer to the Terminology section for more information.     
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standalone intervention (Donovan et al., 2013; Kleber et al., 2006) or to augment professional 
services (e.g., inpatient programmes, individual counselling) (Gross, 2010; Magura, 2007).  
The terms mutual support group, mutual aid group, and peer support groups are often 
used interchangeably in the literature (Worrall et al., 2018). This thesis will use the term 
‘mutual support group’ for brevity and to refer to mainstream addiction recovery-oriented 
mutual support groups that implement a structured recovery programme (Public Health 
England, 2015).  
1.2 Processes and Therapeutic Mechanisms of Mutual support Groups 
A mutual support group is a complex social network connected by a series of intra 
and interpersonal relationships (Steinberg, 2014). Each group is unique on account of the 
influence of internal and external variables such as individual personalities and the groups 
socio-cultural context (Gitterman, 2006). Such variables can have both positive and negative 
effects on a groups’ effectiveness (Dovidio, 2013). For instance, by determining the type and 
quality of interpersonal relationships between members (Sheng & Han, 2012), and 
determining group processes, which in turn can effect a group’s level of productivity 
(Dovidio, 2013; Levy, 2000).  
Mutual support groups can be distinguished from other social group forums by nine 
distinct characteristics: 1) information sharing, 2) debating, 3) discussing taboos, 4) “same 
boat” mentality, 5) mutual support, 6) mutual demand, 7) problem solving, 8) rehearsal, and 
9) strength in numbers (Davidson, 2015; Shulman, 1986; Steinberg, 2014). Each 
characteristic is described in Table 1.1. Chief amongst these characteristics is mutual support 
(Gitterman, 2006; Sanders, 2012). Mutual support refers to the exchange of practical, social, 
emotional, intellectual and existential advice and support (Binde, 2012; Humphreys, 2011). 
When the exchanges are grounded in empathy and sympathetic understandings, groups are 
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perceived as safe and the environment accepting (Moos, 2008). This in turn helps cultivate 
group cohesion (Moos, 2008), which has been demonstrated as critical to the therapeutic 
yield of mutual support group programmes (Lee et al., 2013; Raftery et al., 2020) 
(Burlingame et al., 2011; McGill et al., 2017). Group cohesion is a psychological construct 
used to describe the quality of a groups relational processes (Burlingame et al., 2011; McGill 
et al., 2017). It is through a cohesive group that members gain insights into their problems 
(Binde, 2012), acquire recovery skills (Laudet et al., 2000) and build motivation sufficient to 
make and sustain behaviour change (Schuler et al., 2016). 
Mutual support groups are said to “work” by mobilising similar introspective 
(conscious awareness of thought) and behaviour change process as clinical interventions 
(e.g., Cognitive behavioural-based counselling). Mutual support groups are also said to offer 
regular and repeated exposure to recovery messages that can help “rewire” an individual’s 
brain in favour of non-addictive behaviours (Blum et al., 2015). Other popular theories used 
to explain the therapeutic mechanisms of mutual support groups are: social-cognitive learning 
theory (Bandura, 2004; Kelly et al., 2009; Moos, 2008), social comparison theory (Chien & 
Norman, 2009; Festinger, 1954) and the stress and coping theory (Moos, 2008). According to 
the social-cognitive learning theory, group members learn new skills and behaviours via 
observation and imitation of other group members and/or vicariously, by witnessing 
interactions between other members and the group facilitator (Bandura, 2004; Moos, 2008). 
From a social comparison perspective (Festinger, 1954), a mutual support group is a social 
context where individuals can re-evaluate their own attitudes and opinions by comparing 
themselves to others facing similar, worse or better life situations (Gerber, 2018). Such re-
appraisals can initiate behaviour change (e.g. a decision to stop using drugs)(Gentina et al., 
2013; Ji et al., 2020). Lastly, the stress and coping theory postulates that during recovery-
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oriented group discussions, people become aware of their triggers, learn more effective 




Essential Characteristics of Mutual Support Groups  
Characteristic Description 
Information sharing  Group members exchange ideas, information, knowledge, 
wisdom, and openly discuss their life experiences. The act of 
helping others contributes to the recovery process.  
Debating Group members are exposed to different points-of-view, attitudes, 
and feelings. This can help reduce stigma, feelings of shame and 
promote new levels of awareness of their personal experiences.   
Discussing taboos Group members permit each other to speak freely about socially-
taboo topics that are important for their recovery process (e.g., 
death, mental illness and/or problems with authorities, sex or 
finances).  
Same boat mentality Connecting with people facing similar life experiences and 
circumstances can help group members feel understood and 
normalise their experiences. Forming relationships with similar 
recovery-oriented people supports achievement of each 
individual’s recovery goals.  
Mutual support Empathetic reciprocal exchange of practical, social, emotional, 
intellectual, and existential advice and support.  
Mutual demand Group members form expectations of one another to uphold the 
group processes, commit to the group’s purpose, contribute 
meaningfully and to respect each individual’s needs. A cohesive 
group can foster a sense of ownership, responsibility and 
accountability which can in turn increase mutual support effort.  
Problem solving Group members work together to resolve individual or shared 
problems.  The process requires self-reflection, self-referencing 
and empathy as group members use their experiences to develop 
insights regarding their own and others’ experiences. New skills 
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are acquired or consolidated by watching and helping others 
resolve problems.   
Rehearsal Groups provide a safe space where new skills and attitudes can be 
practiced before being applied in the “real world”. Rehearsals can 
also foster newfound recovery identities.  
Strength in numbers Reduces feelings of isolation, loneliness, normalises experience 
and instils hope for recovery. 
 
Note: Characteristics have been adapted from Shulman (1986); (Steinberg, 2014) 
 
1.3 Profile of the World’s Most Prominent Mutual Support Groups 
The mutual support group landscape is dominated by two distinct group programmes: 
the spiritual-based 12-step programmes (e.g., Alcoholics Anonymous (AA), Gamblers 
Anonymous (GA)) and the science-based SMART Recovery (Self-Management and 
Recovery Training) (Atkins & Hawdon, 2007; Beck et al., 2017; Donovan et al., 2013; 
Schuler et al., 2016). Prior to the Coronavirus pandemic (COVID-19), these two programmes 
offered approximately 118,000 face-to-face meetings each week to over 3.2 million people in 
181 countries (Alcoholics Anonymous World Services Inc, 2014; Humphreys, 2004; SMART 
Recovery). The map presented in Figure 1.1 highlights the worldwide dispersion of these 
programmes.  
Recovery seekers can access groups in a number of ways. Both 12-step and SMART 
Recovery programmes are integrated into a range of professional organisations and health 
care services such as residential rehabilitation settings, correctional centres, community-
controlled health services and military facilities (Ferri et al., 2006; SMART Recovery 
Australia, 2019). Other groups are convened by (trained) non-professional volunteers and 
offered within a variety of public venues (e.g., local churches, schools, community centres) 
(Substance Abuse and Mental Health Services Administration, 2008). Additionally, both 
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programmes offer web-based meetings and online “chat rooms” as an alternative to or to 
supplement face-to-face attendance (Hester et al., 2013).  
The following sections provide a condensed overview of the 12-step and SMART 
Recovery programmes. This information is offered as a preface to the systematic review of 
mutual support group literature (Chapter 3) and as background for two subsequent chapters 
that feature the SMART Recovery programme as a case study (Chapters 4 and 5). 
Figure 1.1 





1.4 Overview of the 12-step Programme 
The 12-step mutual support group programme originated in the United States of 
America (USA), in 1935, as Alcoholics Anonymous (AA) (Ferri et al., 2006). AA remains 
the world’s most prolific and well-known mutual support group (Kelly, 2017). Since AA, a 
variety of 12-step programme variations have emerged (Laudet, 2008). Each one is organised 
around a specific substance and bares the hallmark use of “anonymous” in the group’s title 
(e.g., Cocaine Anonymous, Methadone Anonymous, Marijuana Anonymous, Gamblers 
Anonymous) (Gross, 2010). 
All 12-step programme meetings are structured according to the programme’s 
founding text: “Alcoholics Anonymous: The Story of How More Than One Hundred Men 
Have Recovered from Alcoholism” (Alcoholics Anonymous, 2017a), which is better known 
today as the “Big Book” (Strobbe & Kurtz, 2012). The “Big Book” doubles as a facilitator 
meeting guide and instruction manual for members following the 12-step model (Kurtz, 
2002). The book is available in 47 languages and minor modifications have been permitted to 
enhance content relevancy for support groups not focused on alcohol (e.g., Narcotic 
Anonymous replaced the word “alcohol” with “narcotics”) (Laudet, 2008). 
1.5 Theoretical Orientation and Characteristics of the 12-step Programme 
The 12-step programme is based on founder – Bill White’s – personal experience of 
recovery from ‘alcoholism’ (Gross, 2010). The approach encapsulates his belief that 
addiction is an ‘incurable’ (Sandoz, 2014) ‘spiritual disease’  that can never be eliminated, 
only controlled via a ‘spiritual awakening’ (Donovan et al., 2013; Ratliff, 2003). The 
awakening is realised by systematic progression through a series of (12) steps (Alcoholics 
Anonymous, 2017a; Sandoz, 2014). The recovery process begins with an admission of one’s 
‘powerlessness’ over the addictive substance(s), then involves an ongoing surrender of one’s 
will to a ‘God’ or ‘higher power’ (of the individual’s choosing) to help overcome addictive 
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desires (Galanter et al., 2014). The recovery process might also involve receiving mentorship 
via a sponsor, in addition to group attendance (Donovan et al., 2013). A sponsor is typically 
someone who is maintaining sobriety attained using the 12-steps(Donovan et al., 2013). The 
12-steps are complemented by 12-traditions, which embody the principles of ‘unity’ and 
‘servitude’ (Alcoholics Anonymous, 2017b; Kurtz, 2002). Unity and servitude are considered 
vital within the 12-step paradigm for individuals in their recovery journey (Kelly et al., 
2009). They are also promoted to protect the programme’s integrity (Sussman, 2010). The 
model’s 12-steps and 12-traditions (as they are intended for use in AA meetings) are 


















Summary of the 12-steps and 12-traditions (as per the AA programme) 
Note. The 12-steps and 12 traditions have been adapted from Alcoholics Anonymous (2017a, 
2017b)  
12-steps 12 Traditions 
Step 1: Admission of being powerless over alcohol 
and that lives have become unmanageable. 
Tradition 1: The group’s welfare is priority; personal 
recovery depends upon unity within the group. 
Step 2: Belief in a power greater than oneself to 
restore one sanity. 
Tradition 2: Groups are dependent on the authority of 
a loving God as understood by each individual. Group 
leaders are trusted servants not authority figures. 
Step 3: Submission of will and lives to the care of 
God (as understood by the individual and the group). 
Tradition 3: The only requirement for group 
membership is a desire for abstinence. 
Step 4: Conduct a "fearless" moral inventory of 
oneself. 
Tradition 4: Each group should be autonomous 
except in matters that affect other groups or the 
programme. 
Step 5: Admission of wrongs to God, Self and others. Tradition 5: The primary purpose of each group is to 
carry its message to addiction sufferers. 
Step 6: Preparedness to allow God to remove defects 
of character. 
Tradition 6: Groups and/or group members should 
not profit personally or financially from the 
programme. 
Step 7: Humbly ask God to remove one’s 
shortcomings. 
Tradition 7: Groups should be fully self-supporting, 
declining outside contributions. 
Step 8: Make a list of all people one has harmed and 
be willing to make amends to them. 
Tradition 8: Groups should remain forever non-
professional but may employ special workers. 
Step 9: Make amends with people one has harmed. Tradition 9: Professional service boards or 
committees are permissible as long as they remain 
committed to serving group members’ best interests. 
Step 10: Continue to take "personal inventory" and 
promptly admit wrongdoing. 
Tradition 10: The programme will not be involved in 
external political or social issue in order to preserve its 
reputation. 
Step 11: Seek through prayer and meditation, 
improved conscious contact with God and seek Gods 
will for one’s life and the power to carry that out. 
Tradition 11: Uphold a public relations policy focus 
on maintain anonymity at the level of press, radio, and 
films. 
Step 12:  Utilise spiritual awakening to help other 
alcoholics. Continue to practice 12-step principles in 
all affairs. 
Tradition 12: Place principles before personalities; 
practice genuine humility. Appreciate blessings, 
forever live in thankful contemplation of the God who 
presides over us all. 
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1.6 Effectiveness of the 12-step Programmes 
Despite the 12-step programme being the most enduring and researched mutual 
support group model (Beck et al., 2017), it was not until the 1990s that researchers began to 
evaluate its effectiveness (Humphreys, 1999). Since then, a steady stream of mostly 
quantitative studies have demonstrated that participation in 12-step programmes can lead to 
lower levels of harmful alcohol use (Blondell et al., 2011; Manning et al., 2012) and illicit 
drug use (e.g. narcotics (Dekkers et al., 2020; Toumbourou et al., 2002); marijuana use 
(Bonn-Miller et al., 2011); non-prescribed methadone (Gilman et al., 2001); cocaine use 
(Weiss et al., 2005); and poly-substance use (Laudet et al., 2007). Participation in 12-step 
programmes has also been shown to help individuals attain (Davis et al., 2002) and maintain 
abstinence (up to 36 months) (Kelly et al., 2020), and lead to less alcohol-induced physical, 
social, and/or psychological harms (White et al., 2020). When applied to non-substance 
related addictions, the 12-step programme has been found to help group members manage 
compulsive sexual behaviours (Efrati & Gola, 2018), resolve problematic gambling (Schuler 
et al., 2016), and cope with urges to overuse technology (Ševčíková et al., 2018).   
Although promising, the current evidence base is hampered by a lack of qualitative 
studies providing much needed information about which components of the 12-step 
programme participants report as important for engagement (Tebes & Tebes Kraemer, 1991) 
conducive to recovery outcomes (Kelly & Myers, 2007). The evidence has also been 
restricted by numerous challenges researchers face when investigating mutual support 
groups. These include ensuring participant comfortability and anonymity (Tebes & Tebes 
Kraemer, 1991), ethical concerns about allocating people to a wait list control group (Levy, 
2000) and the multidimensional nature of mutual support groups themselves which includes 
variables such as frequency and duration of meeting attendance, level of application of the 
12-step principles and if an individual’s attendance has been mandated (Kelly et al., 2011). 
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1.7 Limitations of the 12-step Programme 
The religious-orientation of the 12-step programme is often raised as a major barrier to 
recovery for group members who identify as non-religious (Kaskutas et al., 2003; Krentzman 
et al., 2011; Tonigan et al., 2002; Zemore et al., 2018). For these individuals, recovery can be 
impeded by a reluctance to attend 12-step groups (Tonigan et al., 2002), premature “drop 
out” (Kelly & Moos, 2003); and/or difficulty participating and maintaining engagement in the 
programme’s processes (Ferri et al., 2006; Galanter et al., 1993; Horvath & Sokoloff, 2011; 
Kelly et al., 2009; Vederhus et al., 2020). This has led many researchers to argue that 
mandating attendance to 12-step programmes, for example as part of correctional sentencing, 
is a violation of the (USA) Freedom-of-Religion Act (Diaconis, 2014; Sered & Norton-Hawk, 
2012). Secular programmes such as SMART Recovery have since evolved to offer recovery 
seekers and referring agents a non-religious group alternative (Horvath & Yeterian, 2012). 
 
1.8 Overview of SMART Recovery 
SMART Recovery (Self-Management and Recovery Training), originated in the 
USA, in 1992, as a secular, science-based alternative to the 12-step programmes (Horvath & 
Yeterian, 2012). The programme offers individuals (aged 16 years+) evidence-based tools 
and support to help overcome problematic and addictive behaviours (e.g., alcohol or illicit 
drug use, gambling, or disordered eating) 
(Horvath & Yeterian, 2012). Prior to COVID-19 there were approximately 3,500 
SMART Recovery meetings held each week in over 26 countries (SMART Recovery 
Australia, 2019). Meetings were most frequently offered in the USA, Canada, United 
Kingdom and Australia (SMART Recovery, 2021). 
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SMART Recovery was first established in Australia in 2004. The Australian-based 
SMART Recovery programme operates largely as per the original (USA) design, but with 
minor modifications to suit an Australian context. For example, a harm minimisation 
approach has been adopted in recognition that some members may wish to control rather than 
abstain from problematic behaviours (SMART Recovery Australia, 2020b). 
All SMART Recovery meetings are led by trained facilitators who have completed 
official SMART Recovery facilitator training. Facilitator training is available for anyone, at 
cost and without pre-requisite qualifications. Each meeting is structured according to a 
common protocol (see Appendix A). This is to provide members with a sense of order and 
enable opportunities for involvement (Horvath & Yeterian, 2012). A common handbook 
(shared by facilitators and participants) details the programme’s approach and contains all 
materials needed to run groups (SMART Recovery Australia, 2015).  
1.9 Theoretical Orientation and Characteristics of SMART Recovery  
The SMART Recovery programme is based on the philosophy that addiction is a 
maladaptive behaviour that can be resolved via evidence-based practices and self-empowered 
behaviour change (SMART Recovery, 2021). Behaviour change is supported using a 4-point 
programme and practical recovery “tools” derived from the precepts of motivational 
interviewing and cognitive behaviour therapy (Horvath & Velten, 2000; Kelly et al., 2017; 
SMART Recovery, 2021). Motivational interviewing is a person-centred, non-confrontational 
dialogic technique used to enhance an individual’s intrinsic motivation for behaviour change 
(Miller & Rollnick, 2013; Rollnick & Miller, 1995; Smedslund et al., 2011) . Cognitive 
behavioural therapy purports that an individual’s cognitions (e.g. thoughts, beliefs, and 
interpretations about themselves, others, and the world around them), emotions and 
behaviours are inter-related and congruent (Mkangi, 2010). The treatment efficacy of 
motivational interviewing and cognitive behavioral therapy for problematic and addictive 
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behaviors is well documented. Findings from randomized clinical trials continually 
demonstrate greater efficacy above control conditions when these approaches are used to treat 
alcohol (Mujcic et al., 2020), illicit substance use disorders  (Kim, 2020), and problematic 
behaviours such as gambling (Cowlishaw et al., 2012), eating (Woolhouse et al., 2012), 
internet use (Goslar et al., 2020) and shopping (Hartston, 2012). Research however, has also 
shown there are certain population groups and circumstances where these approaches are 
either limited, such as when applied to Indigenous populations (Bennett-Levy et al., 2014) or 
are most effective when used alongside formal treatments such as pharmacotherapy (Ray et 
al., 2020) or within a residential rehabilitation programmes (Polak et al., 2020). 
The 4-point programme provided by SMART Recovery aims to: 1) Build motivation; 
2) Cope with urges; 3) Problem solve; and 4) Attain lifestyle balance (Horvath & Yeterian, 
2012). The 4-points are not intended to be followed systematically, but rather should be 
utilised by members according to their particular recovery needs and preferences (Horvath & 
Velten, 2000). The 4-points are supported by seven empirically validated programme tools, 
that help members build self-efficacy, correct cognitive distortions that perpetuate 
problematic behaviours, and learn healthier ways to regulate emotions (Raftery et al., 2020). 
The seven programme tools are: 1) Change plan; 2) Cost benefit analysis; 3) Goal setting; 4) 
Problem solving; 5) Role play; 6) Thoughts, feelings, and actions; and 7) Urge log (Horvath 
& Yeterian, 2012). A description of each tool is provided in Table 1.3 (Kelly et al., 2017). 
Table 1.3  
Description of SMART Recovery’s Seven Core Programme Tools 
Programme Tool Descriptor 
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Change plan Establishes the process for embarking on a planned change 
including anticipation of potential barriers.  
Cost benefit analysis  
 
Encourages individuals to consider the ‘pros and cons’ of 
making versus not making a behaviour change. 
Goal setting Determines the desired outcome/achievement. Goals can be 
modified at any point. 
Problem solving  
 
The cognitions underpinning real or imagined problems are 
explored.  
Role plays Enable group members to practice using new skills or rehearse 
“scripts” for an event. 
Thoughts, feelings, and 
actions 
A paper-and-pen exercise to challenge and combat negative 
cognitions.  
Urge logs Individuals record their experiences of urges including triggers 
and helpful/unhelpful management strategies. 
 
Note. Descriptions have been adapted from  Kelly et al. (2017) 
 
1.10 Effectiveness of SMART Recovery  
Empirical research on the effectiveness of SMART Recovery has been limited (Beck 
et al., 2017). Much of the available literature either describes the programme’s origins 
(Horvath & Sokoloff, 2011; Horvath & Yeterian, 2012) or its contents and operational 
processes (Horvath & Velten, 2000; Raftery et al., 2020).  
The effectiveness research that has been conducted examining SMART Recovery has 
focused on comparing recovery outcomes with other treatment options. For example, the 12-
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step model (Brooks & Penn, 2003; Penn & Brooks, 2000; Zemore et al., 2017; Zemore et al., 
2018); a web-based CBT application (Campbell et al., 2016; Hester et al., 2013); and a 
modified, 12-week SMART Recovery brief intervention within a prison setting (Blatch et al., 
2016). Methodological differences and statistical inconsistencies in these studies preclude 
meaningful comparison and translation of results (Beck et al., 2017). Nevertheless, each 
study offers some evidence that participation in SMART Recovery can lead to lower levels of 
alcohol use and alcohol-related harms (physical, social and/ psychological; at 6-month follow 
up) for individuals with: alcohol use disorders (Campbell et al., 2016; Hester et al., 2013; 
Zemore et al., 2017; Zemore et al., 2018); poly-substance use (Blatch et al., 2016); and other 
co-occuring mental health conditions (i.e., alcohol use disorders with schizophrenia, bipolar 
disorder, schizoaffective disorder and/or major depression) (Brooks & Penn, 2003; Penn & 
Brooks, 2000).  
Findings from the only longitudinal study of SMART Recovery followed adults with 
lifetime Alcohol use disorder (n=647). It showed that SMART Recovery was as effective as 
the 12-step programme for helping participants to achieve abstinence (at 6-months) (Zemore 
et al., 2017) and for maintaining periods of abstinence (up to 12-months) (Zemore et al., 
2018). Regular (at least weekly) and active participation in SMART Recovery were shown as 
important predictors for longer and more continuous periods of abstinence (up to 12-months) 
(Zemore et al., 2018). 
1.11 Limitations of SMART Recovery  
The major limitation of SMART Recovery is the scarcity of methodologically rigorous 
research on its effectiveness (Beck et al., 2017; Zemore et al., 2017). The available evidence 
is further limited by studies focused on recovery outcomes for individuals with substance-
based addictions (alcohol and illicit drugs). This has restricted our understanding of how 
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SMART Recovery can help facilitate recovery for people seeking support for behavioural-
based addictions (e.g., gambling, eating, internet and shopping). 
1.12 Effectiveness of Mutual Support Groups Programmes for Indigenous Peoples: The 
Knowledge Gap  
Addictive disorders are recoverable conditions (Australian Medical Association, 
2017; Bouchard et al., 2017), yet they continue to contribute to higher rates of morbidity and 
premature mortality among Indigenous peoples of similarly colonised countries (e.g., 
Australia, New Zealand, Canada, The United States of America and Hawaii) (Lee et al., 
2016; Pulver et al., 2010). Participation in 12-step and SMART Recovery mutual support 
groups offer hope for recovery (Beck et al., 2017; Kelly et al., 2020), however, their 
relevance and effectiveness for Indigenous peoples has not been examined.   
The available mutual support research has been severely hampered by: 1) an under-
representation and exclusion of Indigenous participants; 2) data analysis techniques that have 
produced homogenised and generalised theories at the expense of the unique Indigenous 
voices therein (Datta, 2018), and; 3) unclear descriptions of study participants’ ethnicity. The 
two leading systematic reviews of 12-step programmes (AA) (Kelly et al., 2020) and 
SMART Recovery (Beck et al., 2017) demonstrate how, collectively, these research practices 
have been unable to confirm the effectiveness of mutual support groups for Indigenous 
peoples.  
1. Under-representation and exclusion of Indigenous participants 
From a collective pool of 39 articles (across the two above-mentioned systematic 
reviews), spanning over two decades (1996-2020), just six studies have reported Indigenous 
peoples as study participants (Blatch et al., 2016; Bowen et al., 2014; Kelly et al., 2015; 
McCrady et al., 1996; Mundt et al., 2012; Ouimette et al., 1997). However, as shown in Table 
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1.4, the percentage of Indigenous to non-Indigenous participants within most of these studies 
was low, and there were no Indigenous participants from Canada or New Zealand. The 
studies were also biased towards the 12-step model and the USA socio-cultural context.  
2. Generalisable Data Analysis Techniques 
Of the same six studies involving Indigenous participants, all were quantitative, and 
none controlled for ethnicity during data analysis (Blatch et al., 2016; Bowen et al., 2014; 
Kelly et al., 2015; McCrady et al., 1996; Mundt et al., 2012; Ouimette et al., 1997)  . 
Consequently, none of the studies were able to generate data capable of determining the 
effectiveness of the 12-stepor SMART Recovery programmes for Indigenous peoples. The 
combination of qualitative and quantitative data are required to determine the real world 
efficacy of health interventions (Ungar et al., 2015).    
3. Unclear Descriptions of Participants’ Ethnicity  
 In the remaining 33 (of the same 39 studies) the way participant demographics were 
reported made it impossible to identify if Indigenous peoples had been involved.  For 
example, 12 studies described participant ethnicity as “other” (of these, two also used the 
term “mixed”) and another three used the term “non-white”. Another sixteen studies referred 
to participants as “white” or “Caucasian”, and did not quantify or describe the ethnicity of the 
remaining sample (e.g., (Lydecker et al., 2010)). Two studies (Li et al., 2000; Milin, 2007)  
did not report on participant ethnicity at all. 
Such research practices have narrowed the existing mutual support group evidence-
base to mainstream (western) cultural needs and contexts. Patterns of attendance, recovery 
outcomes, and perceived acceptability and cultural congruency of these programmes for 
Indigenous peoples are yet to be demonstrated, which leaves significant knowledge gaps to 
be addressed through future research.   
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Table 1.4 
Proportion of Indigenous to Non-Indigenous Study Participants in Six Studies of Mutual Support Groups Identified From the Most Recent 
Systematic Reviews of SMART Recovery (Beck et al., 2017) and the 12-step Programmes (Kelly et al., 2020).    
Publication Details and  
Socio-Cultural Context 
 
Reported Participant Ethnicities Mutual Support Group 
Programme  
Bowen, Witkiewitz, Clifasefi, Grow, 
Chawla, Hsu, Carroll, Harrop, Collins, 
Lustyk, Larimer (2014) 
Relative efficacy of mindfulness-based 
relapse prevention, standard relapse 
prevention, and treatment as usual for 
substance use disorders: a randomized 
clinical trial  











23.2% Black or 
African American  












14.8% Black or 
African American  












25.2% Black or 
African American  














0 % Other/not 
specified 
McCrady, Epstein, Hirsch (1996) 
Issues in the implementation of a 
randomized clinical trial that includes 
Alcoholics Anonymous: studying AA-
related behaviors during treatment. 
United States of America 
n=180 
92.3% Caucasian 
5.7% African American 
1% Hispanic 




Mundt, Parthasarathy, Chi, Sterling, 
Campbell (2012) 
12-step participation reduces medical use 
costs among adolescents with a history of 
alcohol and other drug treatment.  




16% African American 





Ouimette, Humphreys, Moos (1997) 
Can encouraging substance abuse patients 
to participate in self-help groups reduce 
demand for health care? 
United States of America 
n=3018 
49% African American 
46% Caucasian  
3% Hispanic/Latino 





Blatch, O'Sullivan, Delaney, Rathbone 
(2016) 
Getting SMART, SMART Recovery 
programs and reoffending 
Australia 
n=2882 
44% “Non-English-speaking background” 





Kelly, Deane, Baker (2015) 
Group cohesion and between session 
homework activities predict self-reported 
cognitive behavioural skill use amongst 
participants of SMART Recovery group 
Australia 
n=124 
93.5% Caucasian  






1.13 Understanding the “Cultural Utility” of SMART Recovery   
To address the under-representation of Indigenous peoples within the mutual support 
group literature, a new wave of research is needed. Such research should position Indigenous 
peoples as programme evaluators (Sherwood & Edwards, 2006) and seek to identify, describe 
and document the utility of programmes from an Indigenous perspective (Thomas et al., 
2010). 
This thesis is an important first step towards the articulation of this new Indigenous 
mutual support group narrative. Through a collaboration with SMART Recovery and six 
Indigenous communities spanning three Australian states (New South Wales, South 
Australia, Western Australia), the SMART Recovery programme will, for the first time, be 
appraised through an Indigenous lens. The suitability and helpfulness of the programme as a 
recovery resource, will be considered by and for Indigenous peoples and their contexts. 
Given the cultural diversity within the collaboration, a common term was needed that 
could distinguish the Indigenous perspective (Rigney, 1999), characterise important concepts 
(Mell & Grance, 2011), and facilitate shared understandings (Kawakami et al., 2008). A 
common term was also needed to enable translation of Indigenous knowledges into practical 
strategies to aid the design and delivery of SMART Recovery (Zavala, 2013). The term 
selected was ‘cultural utility’.  
In the absence of a formal definition for cultural utility (Fite et al., 2008; Hodge & 
Limb, 2011; Reifsnider et al., 2004; Voorspoels et al., 2013) the term was defined for use in 
this thesis as: the perceived suitability and helpfulness of a health intervention within a 
specific cultural context. The words “perceived” and “specific” are pertinent to this 
definition. “Perceived”, positions the cultural knowledge holder as the evaluator, while 
“specific” acknowledges cultural heterogeneity across and between cultural groups.   
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Thesis Aim, Research Questions and Outline 
Thesis Aim 
The aim of this thesis is to obtain an understanding of the cultural utility of 
mainstream addiction recovery mutual support group programmes for Indigenous peoples 
using the SMART Recovery programme as a case study and Indigenous Australia as a 
cultural milieu.  
Research Questions 
This thesis asks four inter-relating research questions: 
1. What is the number, nature, and scope of internationally available evidence on 
Indigenous people’s experiences of and outcomes associated with attending mutual 
support groups? (Chapter 3) 
2. How do Indigenous Australian facilitators and group members experience SMART 
Recovery and utilise it as a recovery resource?  (Chapter 4) 
3. Are the SMART Recovery programme components and operational processes 
culturally suitable and helpful? (Chapter 4) 
4. Would culturally informed programme modifications enhance the cultural utility of 
SMART Recovery and if so, how could these be implemented? (Chapter 5) 
Research Principles 
Each research question is governed by four research principles. These are outlined 
further in Chapter 2: 
1. To privilege Indigenous voices 
2. To prioritise Indigenous people’s diverse interests and experiences 
3. To construct knowledges collaboratively using culturally sensitive and empowering 
research techniques. 
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4. To advance Indigenous peoples rights for self-determination and agency over their 
health and wellbeing. 
Thesis Outline 
This thesis is comprised of six chapters, three of which have been accepted for 
publication in peer review journals (Chapters 3-5; results). The empirical studies presented in 
Chapters 3-5 were conducted sequentially, so that knowledge acquired in one study could 
help inform the design of the next. This process also helped with participant recruitment 
(Chapters 4 & 5) as individuals were either willingly involved in both studies or made 
recommendations of people they felt were suitable to approach. Some individuals also 
volunteered themselves as the study become known in their community.    
Chapter 1 provides the background for the thesis and demonstrates the need for the 
body of research contained in this thesis. Two of the world’s leading mutual support group 
programmes (12-step and SMART Recovery) are profiled to preface the three empirical 
Chapters (3-5). These Chapters entail a systematic review of international mutual support 
group literature (Chapter 3) and two methodologically diverse explorative case studies of the 
SMART Recovery Australia programme (Chapters 4 and 5). The chapter concludes with a 
critical reflection of research practices that have contributed to gaps within the existing 
mutual support group evidence-base in relation to our understanding of their utility for 
Indigenous peoples.  
Chapter 2 introduces the overarching thesis research paradigm and makes explicit the 
assumptions and beliefs (personal, professional, and philosophical) that have guided the 
thesis and influenced the research findings. This chapter also demonstrates the common set of 
research principles and practices connecting the thesis four aims and principles. 
Chapter 3 “The Lay of the Land” presents the findings of a published PRISMA-
informed systematic literature review to address the first research question: “What is the 
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number, nature, and scope of internationally available evidence on Indigenous people’s 
experiences of and outcomes associated with attending mutual support groups?”. The chapter 
concludes there is a lack of empirical knowledge on the acceptability and outcomes of 
addiction recovery mutual support groups for Indigenous peoples of Australia, New Zealand, 
Canada, United States of America and Hawaii. 
Chapter 4 “Where the Knowledge Holders are” presents the findings from the first 
(of two) case study explorations of SMART Recovery Australia. Using an Indigenous-lensed, 
multi-methods research design, this chapter addresses the second and third research 
questions: “How do Indigenous Australian facilitators and group members experience 
SMART Recovery and utilise it as a recovery resource” and “Are the SMART Recovery 
programme components and operational processes culturally suitable and helpful?”.  
Chapter 5 “Guardian of Knowledge” presents the findings from the second 
explorative case study featuring SMART Recovery.  In this chapter an innovative three round 
Indigenous-lensed Delphi was performed in collaboration with a panel of culturally, 
geographically, and professionally diverse Indigenous health and wellbeing experts. This 
chapter addresses the fourth research question: “Would culturally informed programme 
modifications enhance the cultural utility of SMART Recovery and if so, how could these be 
implemented? 
Chapter 6 is a general discussion that draws together the main thesis findings and 
considers their implications for SMART Recovery and the broader mutual support group 
field. The limitations of this body of research are recognised and recommendations are made 
for how future research can continue to grow the body of mutual support group knowledge to 
benefit Indigenous peoples.  
Definitions of addiction recovery from research participants (interviewed as part of 
Chapter 4) are woven throughout the manuscript. They are presented to demonstrate the real-
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world impact that this thesis strives to achieve. Their words remind us that recovery is a 
deeply personal, sometimes painful and unique experience. I hope to show through this 
thesis, the value of listening to peoples’ stories, particularly those with lived experiences, to 
ensure that that recovery interventions can be responsive to all peoples’ diverse needs and 
preferences.   
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“RECOVERY IS BEING ABLE TO SEE MY KIDS AGAIN, 
YOU KNOW.  YEAH, BEING ABLE TO SEE MY KIDS 
AGAIN, THAT’S LIKE GETTING BETTER, GET BACK ON 
MY FEET AND SEEING MY KIDS AGAIN”. 
MALE GROUP MEMBER 22 YEARS 
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 Chapter 2: Overarching Research Paradigm 
The previous chapter provided the background for the thesis and established why this 
body of research is needed. This chapter presents the overarching thesis research paradigm 
and the personal, professional and philosophical assumptions and beliefs underpinning this 
work. Ways in which the research process has been influenced by this paradigm are described 
with practical examples to make explicit the potential biases that may have impacted on the 
thesis findings.  
2.1 What is a Research Paradigm? 
A research paradigm is a system of philosophies, principles, and protocols that guide 
a research process (Kivunja & Kuyini, 2017). Paradigms are comprised of five inter-relating 
components: axiology (ethics, values, and morals);ontology (a concept of reality); 
epistemology (a concept of knowledge); methodology (research strategy) and methods (data 
collection techniques) (Johnson & Onwuegbuzie, 2004; Wilson, 2008). In isolation, each 
component articulates a researcher’s assumptions and beliefs about the definition, or 
acquisition of ‘knowledge’ (Walter, 2010). Collectively, they represent the ”worldview” or 
theoretical lens through which a researcher has conceptualised, designed, and approached 
their search for knowledge (Walter & Andersen, 2013). 
2.2 Rationale for Including a Researcher Standpoint Statement  
 ‘Standpoint’ in a research context refers to a shared identity or mutual perspective. It 
enables a researcher to align themselves to a particular political or social issue (Harding, 
2004). Research that is conducted from a particular standpoint applies a unique set of 
philosophical assumptions and beliefs to produce knowledge specific to a particular context 
(Goodson & Phillimore, 2004). A researcher standpoint statement makes explicit the 
attributes that potentially bias the research process (Creswell, 2009) and threatens the validity 
and reliability of research findings (Birks, 2014; Jackson et al., 2013).  
58  
2.3 Overarching Thesis Research Paradigm 
The thesis research paradigm is depicted in Figure 2.1. This figure highlights how the 
research process was oriented by my Indigenous researcher standpoint via its direct 
relationship to each of the interconnected paradigm components. Flexibility, emancipation 
and capacity for diversity are encouraged when conducting research from an Indigenous 
standpoint (Foley, 2003, 2006). As such the paradigm evolved  throughout the thesis process 
as learnings from personal, professional, and cultural experiences were incorporated. 
The following section details the tenets of the paradigm according to each of the five 
core components. The account begins with my researcher standpoint statement to establish 
the lens and personal narrative through which the paradigm is explored.    
Figure 2.1 
Visual Representation of the Thesis Research Paradigm 
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2.4 Researcher Standpoint Statement 
Barraba Yitirr Liz, Dhanbaan Worimi Golbaan2. My name is Liz and I am a 
descendant from the Worimi Nation. I was born and raised in Yuin country on account of my 
ancestors’ displacement during the Stolen Generations. My heritage also extends to the 
shores of Scotland through a generous grandfather and the valleys of Ireland through a 
hardworking grandmother whose contribution to my identity cannot be denied.   
My life story is 38 years long. It is coloured by adversities, such as failing school, 
becoming a mother at 16 years of age, and going through rehabilitation twice in pursuit of my 
own recovery. It is also marked by hard-won academic and professional achievements that 
means I can now call myself a psychologist, a health researcher, and a university lecturer. I 
am a Christian, an Indigenist, a feminist, an environmentalist, and am passionate about 
raising the profile of Indigenous health and wellbeing knowledges within the western 
psychology sector. 
This declaration makes explicit the academic, cultural, environmental, personal, and 
spiritual attributes and agendas that I bring to this thesis. These characteristics also justify my 
decision to situate myself within an Indigenous research standpoint (Foley, 2003, 2006) and 
to accept the responsibilities of being an Indigenous researcher. In practical terms, this means 
thinking and acting in ways that are ethical (Porsanger, 2004), respectful, relational, and 
reciprocal (Weber-Pillwax, 2001; Wilson, 2008). By doing so, this thesis is able to find and 
present knowledge that: legitimately represents Indigenous ways of knowing, being and 
doing (Martin & Mirraboopa, 2003); advances Indigenous self-determination (Rigney, 1999); 
and strengthens the Indigenous narrative that is “talkin’ up to” (Moreton-Robinson, 2000) 
and “talkin’ back to” (Smith, 2012) the institutional and systemic oppression of Indigenous 
knowledges and experiences.   
 
2 Language spoken is Gathang, the author’s traditional language (Worimi Nation; NSW) 
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2.5 Ontology – Conceptualisation of Reality   
The ontological foundation for this thesis was established on my belief that there is 
one ‘reality’ to which there can be an infinite number of ‘truths’about. This is on account of 
each of us having a unique set of socio-cultural and environmental factors and individual 
characteristics (e.g., age, gender, race, and social-economic status) that determines our 
perceptions and experiences with this reality. Wilson states that rather than assuming we all 
share the same ‘truth’ about this reality in which we happen to occupy the same time or 
space, we should instead seek to understand the various relationships people have to this 
reality (Wilson & Cavender, 2005; Wilson, 2008; Wilson et al., 2020). Such an approach 
prioritises the quest for knowledge that is meaningful and applicable for individual cultural 
groups as opposed to establishment of  a generalisable theory (Castellano, 2008).   
Pertinent decisions that stem from this ontological perspective were that the thesis 
would: be exploratory (via a case study design); address the research aims and objectives 
using qualitative and quantitative data collection techniques (mixed methods); and recruit 
geographically, culturally, and biographically diverse participants. Other decisions motivated 
by this ontology were: the choice to use the term ‘Hawaii’ separately from the ‘United States 
of America’ (Chapters 3-5) – in recognition that Hawaiian people’s ‘truths’ are shaped by 
their distinct relationship to the Hawaiian islands; to preserve the unique storylines belonging 
to each of the five participating Indigenous community groups by conducting separate data 
analysis before data triangulation (in Chapter 4); and lastly, because of the potential for 
varied intra-and interpersonal experiences of mutual support group programmes, Chapters 3-
5 each conclude with summary statements highlighting the need for more diverse Indigenous 
perspectives to extend our understanding of mutual support groups for diverse cultural 
contexts.  
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Quantitative research paradigms are traditionally used to obtain objective and 
generalisable research findings (Bryman, 2007). The choice to use western quantitative 
research methods (i.e., programme adherence checklist, (Chapter 4), participant surveys 
(Chapter 4 and 5), and rating scale questions in (Chapter 5) may appear counter-intuitive to 
my ontological position. However within this thesis, western quantitative research methods 
were used to complement the (Indigenous) qualitative data (Hesse-Biber & Leavy, 2011).  
Such an approach can enable a deeper understanding of a novel research topic (Bazeley, 
2017; F. G. Castro et al., 2010; Walter, 2010). The ability to combine multiple methods also 
permitted the creation of flexible, and eclectic study designs (Chapters 3-5) (Johnson & 
Onwuegbuzie, 2004), which is important for conducting research from an  Indigenous 
standpoint (Foley, 2003, 2006). Furthermore, all quantitative data were managed as per the 
principles underlying Indigenous quantitative research methodologies (Walter & Andersen, 
2013; Walter & Suina, 2019) and in keeping with the spirit of Indigenous data sovereignty 
(Kukutai et al., 2020; Maiam Nayri Wingara Indigenous Data Sovereignty Collective & The 
Australian Indigenous Governance Institute, 2018) to ensure it was congruent with the 
paradigm. 
2.6 Epistemology – Conceptualisation of Knowledge 
The epistemological assumptions of this thesis are that knowledge is everywhere, 
occupies many forms, exists independently of the human mind and can be location specific. 
For example, I believe that in Yuin country, ants and kookaburras have knowledge of when it 
is going to rain that my eyes can see (when ants swarm) and my ears can hear (when 
kookaburra laughs). Knowledge, diversity and equality are important principles in this 
perspective. 
Epistemological-based research decisions relate to the location, form, and function of 
knowledge (‘data‘) being sought (Kivunja & Kuyini, 2017). Thesis decisions that were 
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motivated by my epistemological stance were to: search both peer-reviewed and grey 
literature databases (Chapter 3); synthesise Indigenous research methods with western 
research methods (Chapters 4 and 5); collect multiple forms of data such as narrative (yarning 
interviews), observational (ethnographic), quantifiable (participant surveys, adherence rating 
checklist ) and self-reflective (field notes); use a variety of recruitment strategies that 
involved diverse participants (Chapters 4 and 5); actively involve Delphi panellists (Chapter 
5) in the finalisation of study write up; disseminate final copies of each study write up to all 
study participants and SMART Recovery; and prepare a summary of the thesis findings for 
dissemination to all study participants and via the SMART Recovery website. 
2.7 Axiology – Ethics, Values, and Morals 
The ethical principles for this thesis were drawn from the Australian National Health 
and Medical Research Council’s ethical statement for conducting research with Aboriginal 
and Torres Strait Islander peoples (2018) (National Health Medical Research Council, 2018). 
This includes principles of spirit and integrity, cultural continuity, equity, reciprocity, respect, 
responsibility. Decisions that determined appropriate behaviour towards participants and data 
(Kivunja & Kuyini, 2017) were also guided by the Australian Psychological Society’s Code 
of Ethics (2010) (Australian Psychological Society, 2010). This included the principles of 
justice, informed consent, privacy, confidentiality, release of information and collection of 
information. 
The following actions were taken to incorporate these axiologies into the thesis. 
Firstly, an Indigenous research advisory panel was established prior to thesis commencement 
to provide the researcher with cultural, ethical, and strategic advice. The panel was comprised 
of two independent Aboriginal community members, one male (South Australia), one female 
(New South Wales), and two experienced Aboriginal drug and alcohol professionals, one 
male (New South Wales), one female (Western Australia). Panellists were consulted 
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regularly via email, in person, or phone and an open communication pathway was maintained 
throughout the thesis duration to promote maximum contribution of the panellists’ voice.  
Next, prior to thesis commencement research approvals were obtained from three 
state-based Indigenous ethics committees (New South Wales, South Australia, Western 
Australia) and from the University of Wollongong Human Research Ethics Committee. Each 
of the three state-based Indigenous committees were each provided with finalised copies of 
the manuscripts (prepared for Chapters 3- 5) for their approval prior to publication. Further, 
in-principle letters of support were obtained from four Aboriginal Community Controlled 
Health Organisations specific to each study region (2 from New South Wales, 1 each from 
South Australia and Western Australia) and research agreements were established with all 
participating Indigenous organisations.  
Finally, both verbal and written consent were obtained from participants via an 
informed process and all participants were reimbursed for their time via shopping chain 
vouchers (community members only). Food and drinks were also provided to participants 
during interviews and the group observations.   
2.8 Methodology – Theoretical Frameworks and Process of Enquiry 
This thesis used an exploratory case study approach (Baxter & Jack, 2008; Crowe et 
al., 2011) to obtain an in-depth appreciation of the suitability and helpfulness of the SMART 
Recovery mutual support group programme by and for Indigenous peoples of Australia. 
Because the exploration bridged Indigenous and western contexts, the case study (Chapters 4-
5) was supported by an eclectic methodology that incorporated cross-cultural and multi-
Indigenous research methodologies and methods (see Table 2.1).  
Cross-cultural refers to the synthesisation of Indigenous and western data collection 
and analytic methods to conduct the research presented in Chapters 3-5 (see Table 2.1). 
Multi-Indigenous is my way of acknowledging that the research process has been influenced 
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by a variety of Indigenous knowledge sources and research philosophies that reflect unique 
and diverse Indigenous cultures (i.e., Australia, New Zealand, Canada, the United States of 
America, and Hawaii).  
Eclectic describes the “creative” (Johnson & Onwuegbuzie, 2004) and flexible (Foley, 
2006) way that multiple theoretical frameworks and established methodologies were 
combined to construct three innovative research designs (Chapters 3-5). For example, 
Chapter 4 is an Indigenous-lensed, multi-methods exploratory research study and Chapter 5 is 
the first known study to synthesise an Indigenous research method (yarning) (Bessarab & 
Ng'andu, 2010; Lin et al., 2016) with the Delphi technique (McMillan et al., 2016). Eclectic 
also describes the diverse and innovative way that Dadirri (Ungunmerr, 2017; West et al., 
2012) (Appendix B) was used to support the research paradigm. Dadirri is an Indigenous 
word, concept, and spiritual practice belonging to the Indigenous peoples of the Daly River 
region (Northern Territory, Australia; Ngan'gikurunggurr and Ngen'giwumirri languages). 
Dadirri (meaning inner deep listening and quiet still awareness) was used as a reflexive 
technique and a decision-making strategy during data collection and analysis. As a reflexive 
technique, Dadirri helped me to remain mindful of the potential influence my standpoint 
could have in relation to the research process. This awareness also ensured I could maintain 
objectivity throughout data analysis and interpretation (Creswell, 2009; Simonds & 
Christopher, 2013). Dadirri was also used to ensure that research decisions were congruent 
with the paradigm components and served the thesis aims and objectives (Birks, 2014). 
Further, Dadirri’s principal ideology of deep listening (for verbal and non-verbal cues; by 
engaging all senses) was applied as an active listening technique during all yarning 
interviews (Chapters 4 and 5) and throughout the ethnographic observations (Chapter 4). 
Dadirri was extended into data analysis for Chapter 4 by listening to each of the audio-
recorded participant interviews as transcripts were thematically analysed. This allowed the 
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participants’ emotions and prosody to guide theory generation and helped to mitigate 
interpretation bias (Järvinen et al., 2014).  
Motivated by the participatory, empowering and autonomous ideologies underpinning 
decolonising research methodology (Smith, 2012) and Indigenous quantitative research 
methodology (Walter & Andersen, 2013; Walter & Suina, 2019) the manuscripts prepared for 
Chapters 4 and 5 were finalised in collaboration with the study participants. Their 
involvement helped ensure that the Indigenous narratives were documented accurately, 
respectfully and translated sensitively into an academic format that once disseminated would 
serve Indigenous people’s aspirations for cultural advancement (Martin & Mirraboopa, 2003) 
and self-determination (Harfield et al., 2018). Particular attention was given to avoid words, 
phrases, or statistical data that might perpetuate what Indigenous data sovereignty advocate 
Maggie Walter refers to as the “5D” deficit discourse (Walter, 2016, 2018). The “5Ds” 
“problematises” Indigenous health rather than supports culturally meaningful solutions 
(“Difference”, “Disparity”, “Disadvantage”, “Dysfunction” and “Deprivation”) (Walter, 
2016, 2018). 
2.9 Methods – Data Collection Tools and Techniques 
The cultural utility of SMART Recovery was explored using a variety of data 
collection tools and techniques drawn from both Indigenous and western paradigms. Previous 
research shows that the synthesis of these two cultural approaches can enhance the cultural 
and scientific credibility of research findings (Durie, 2004). The use of Indigenous research 
techniques also helped to ensure that the thesis’ four cultural objectives were addressed. The 





Table 2.1  
Description of Thesis Research Methods by Type, Relevant Chapter and Nature of Data 
Obtained. 
Type of research method Chapter Type of data collected  
Indigenous research methods   
    Yarning interviews (semi-structured) 4, 5 Qualitative 
    Research topic yarning 4, 5 Qualitative 
    Social yarning 4, 4 Qualitative 
    Collaborative yarning 5 Qualitative 
Western research methods    
PRISMA-informed systematic 
literature review  
3 Peer reviewed and grey 
literature  
SMART Recovery programme 
adherence rating scale 
4 Quantitative 
Ethnographic hand-recorded field 
notes  
4 Qualitative 
Ethnographic observation 4 Qualitative and quantitative 
Structured participant surveys 4, 5 Quantitative 




“RECOVERY MEANS TO ME THAT YOU’RE 
MOVING ALONG, IT’S MY CHILDREN, AND INNER 
STRENGTH, SAYING, NO. 




“IF I’M RECOVERED, THEN I’M NOT DOING THINGS 
THAT HURT ME AND I FEEL MORE WHOLE.  
RECOVERY, I THINK, MEANS MAKING MISTAKES, 
BUT HAVING THE INTENTION TO LIVE THE LIFE 
YOU WANT…..YEAH”. 
FEMALE GROUP MEMBER 44 YEARS 
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Chapter 3: “The Lay of the Land” (Study 1) 
Systematic Review of Addiction Recovery Mutual Support Groups and Indigenous 
People of Australia, New Zealand, Canada, the United States of America and Hawaii. 
The previous chapter presented the overarching thesis research paradigm and 
described its personal, professional, and philosophical underpinnings.  
This chapter presents the findings of a PRISMA-informed systematic literature review 
of empirical evidence on addiction recovery mutual support groups for the Indigenous people 
of Australia, New Zealand, Canada, the United States of America and Hawaii. Four studies 
published between 2001 and 2006 met review criteria. All studies were conducted in the 
United States of America with Native American Indian peoples (n=1,600) and all featured the 
12-step mutual support group programme, Alcoholics Anonymous. 
The chapter is presented as it appears in the journal: Addictive Behaviours, which was 
accepted for publication in June 2019 (see Appendix D for the published manuscript). Minor 
formatting changes have been made to the headings, Table 1 and Figure 1 to ensure 
consistent formatting across the thesis. References have been consolidated into the overall 
thesis reference list. Prior to commencement of this review, a protocol was registered with the 
International Prospective Register of Systematic Reviews (PROSPERO), #CRD42019117493 
(see Appendix C for published PROSPERO protocol). To date, this review has been cited 
eight times in other peer-reviewed works and was featured within a special edition of 
Addictive Behaviours in November 2019.  
The citation for this chapter is: Dale E., Kelly, P.J., Lee, K.S.K., Conigrave, J.H., 
Ivers, R., & Clapham, K. (2019). Systematic review of addiction recovery mutual support 
groups and Indigenous people of Australia, New Zealand, Canada, the United States of 
America and Hawaii. Addictive Behaviors, 98, 1-7. https://doi:10.1016/j.addbeh.2019.106038 
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Abstract 
Background: Addictions contribute significantly to the overall disease burden for Indigenous 
peoples of colonised countries. Mutual support groups are one of the most common addiction 
recovery resources, however their effectiveness for Indigenous peoples is unclear. 
Methods: A PRISMA-informed search was performed to retrieve empirical studies on 
addiction recovery mutual support groups for Indigenous peoples of Australia, New Zealand, 
Canada, United States of America, and Hawaii. Databases searched were: MEDLINE, 
CINAHL Plus, PsychINFO, PsychARTICLES, SocINDEX, Cochrane Database of 
Systematic Reviews, PubMed, Scopus and UlrichsWeb, Informit Collections, Australian 
Indigenous HealthInfonet and Lowitja Institute electronic databases. Exclusion criteria were: 
1) not an Indigenous focus; 2) not an addiction focus (i.e., including alcohol, other drug, 
gambling); 3) not a mutual support group focus; 4) not an original study; 5) not a complete 
study; 6) not published in English language. 
Results: Four studies published between 2001 and 2006 met review criteria. All studies were 
conducted in the United States of America with Native American Indian peoples (n=1,600) 
and featured Alcoholics Anonymous only. Study designs were: a retrospective analysis of 
survey data, a cross-sectional survey report, a clinical case study and an ethnographic study.  
Methodological differences precluded meaningful translation of results.  
Conclusion: There is a lack of empirical knowledge on the acceptability and outcomes of 
addiction recovery mutual support groups for Indigenous peoples of Australia, New Zealand, 
Canada, United States of America, and Hawaii. This review suggests recommendations for 





Addictive behaviours, defined as the pathological use of alcohol, psychoactive 
substances, and gambling (American Psychiatric Association, 2013), remain a serious global 
health challenge. For First Nations3 people of Australia, New Zealand, Canada, the United 
States of America (USA) and Hawaii, alcohol and substance related conditions contribute 
significantly to their overall burden of disability and disease. For example, Aboriginal 
Australians experience more alcohol related deaths per year than non-Aboriginal population 
(23.8 per 100,000 compared to 4.7 per 100,000) (Australian Institute of Health and Welfare, 
2016) and between 2003 and 2005, substance use disorders were the third highest reason for 
hospitalisations among Maori males (82 per 100,000) (Robson & Harris, 2007). In Australia 
and other similarly colonised countries (i.e., New Zealand, Canada, USA, and Hawaii), the 
biopsychosocial features of addictions are worsened by the grief, loss and psychological 
trauma of past colonisation policies and practices (Gone et al., 2019; McKendrick, Brooks, 
Hudson, Thorpe, & Bennett, 2013). Disconnection and displacement from country and 
culture has also prevented Indigenous people from being able to access and engage in 
traditional healing methods (Walle, 2004). 
Mutual support groups are one of the oldest and most popular forms of addiction 
recovery support around the world (W. L. White, 2010). They are defined as non-clinical, 
community-based forums where members give and receive social, emotional, and practical 
support promoting long-term recovery from addiction (Public Health England, 2015). Mutual 
support groups place an emphasis on experimental knowledge, inter-group collaboration, and 
can be facilitated by peers (White, 2011). Typically, they bear no financial cost to the 
individual peers (White, 2011).  
 
3 The terms First Nations, Indigenous, Aboriginal, and Native are used throughout this article as references to 
the traditional custodians of the lands prior to western arrival. These communities have been grouped together as 
they share similar experiences of colonisation and ensuing disruptions to health and wellbeing. 
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Twelve-step programmes, such as Alcoholics Anonymous (AA), Narcotics 
Anonymous, and Gamblers Anonymous, are the most widely used forms of mutual support 
(Donovan, Ingalsbe, Benbow, & Daley, 2013; Schuler et al., 2016). They can be used as a 
stand-alone treatment, or as a relapse prevention option either during or on completion of 
more formal treatment (American Psychiatric Association, 2006; National Institute for Health 
and Care Excellence, 2011, 2012; National Institute on Drug Abuse, 2014). Outcomes are 
attributed to attendance (Kelly, Stout, Zywiak, & Schneider, 2006; Moos & Moos, 2006), 
bonding with others who share similar experiences, expanding social networks beyond 
addiction related settings (i.e., cues), and the provision of a formalised structure for enacting 
behaviour change (Donovan et al., 2013).  
Prior studies have demonstrated that mutual support groups are experienced 
differently by subgroups like women (Kelly & Hoeppner, 2013), younger people (Kelly & 
Yeterian, 2011), and war veterans (Grant et al., 2018). A person’s culture and belief system 
can also influence their choice of group type (Atkins & Hawdon, 2007). This research has 
given rise to the emergence of different mutual support groups that can cater for different 
client needs, such as non-denominational groups (e.g. SMART Recovery; see Beck et al., 
2017) or groups specifically for women (e.g. Women for Sobriety; Kaskutas, 1994). There is, 
however, little documented evidence of groups adapting to accommodate different cultural 
audiences such as Indigenous peoples (Evans, Achara-Abrahams, Lamb, & White, 2012). 
Health researchers have highlighted the importance of integrating cultural knowledge 
into the current health care sector so as to offer more meaningful, and therefore, more 
efficacious treatments for Indigenous peoples ( Legha & Novins, 2012).This includes the co-
ordination of services that are culturally respectful and appropriate, as well as being trauma 
informed, inclusive of cultural concepts and language, and able to address the social 
determinates of Indigenous health and wellbeing (Dudgeon & Walker, 2015 McCormick, 
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2000). There are some published commentaries that describe how AA has undergone 
linguistic, contextual, and operational modifications by Native American Indian peoples to 
increase congruency with their unique cultural needs and circumstances. Known as “Indian 
AA”, some of these adaptations are said to include longer and more flexible meeting times, 
men’s and women’s meetings, inclusion of children and other family members, and replacing 
concepts like “God” with “Creator” (Coyhis & White, 2002; Owen, 2014). There are 
however currently no published systematic reviews of empirical evidence on the cultural 
utility of either adapted or non-adapted addiction recovery mutual support groups for 
Indigenous people.  
The purpose of this study therefore is to review existing empirical studies to 
determine the number, nature, and scope of addiction recovery mutual support groups for 
Indigenous peoples of Australia, New Zealand, Canada, United States of America and 
Hawaii. The study has four aims: 1) To identify the total number of international studies on 
mutual support groups for Indigenous peoples; 2) To identify the experiences, perceptions 
and associated outcomes for Indigenous peoples who use mutual support groups as an 
addiction recovery resource; 3) To describe the key characteristics of these groups including 
the contexts where they operate, and the range of addictions addressed; 4) To identify if any 
mutual support models have been adapted for or created specifically for Indigenous peoples.  
3.2 Methods 
3.2.1 PROSPERO Registration 
The protocol for this review was registered with the PROSPERO registry 
(CRD42019117493).  
3.2.2 Search Strategy  
A PRISMA-informed search (Moher, Liberati, Tetzlaff, Altman, & Group, 2009) (see 
Figure 3.1) was performed to retrieve all empirical studies on addiction recovery mutual 
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support groups and the Indigenous peoples of Australia, New Zealand, Canada, United States 
of America and Hawaii This review defined mutual support groups as non-clinical, 
community-based forums where members give and receive social, emotional and practical 
support that promotes long-term recovery from addiction (Public Health England, 2015). 
Both peer reviewed and grey literature databases were searched. These included 
MEDLINE, CINAHL, PsycINFO, PsycARTICLES, SocINDEX, Cochrane Database of 
Systematic Reviews, Pubmed, Scopus. Grey literature was searched within: Ulrichsweb, 
Informit Collections, HealthInfonet and Lowitja Institute. The search terms were broken up 
according to PICO prescribed methodology; Intervention (mutual support group), problem 
(addiction) and population (Indigeneity). Search terms are shown below. No date range was 
set. This search strategy identified 238 unique studies. 
3.2.3 Search Terms 
1) Intervention: mutual aid or mutual support or self-help or peer support or mutual 
help or 12-Step or (“alcohol*or gambl*or crystal meth or narcotics or cocaine or dual-
recovery or nicotine or addicts or all-recoveries or marijuana AND Anonymous”) or SMART 
recovery or AA or NA or GA or Al-Anon or Alateen or “adult children of alcoholics” or 
“Nar-Anon family groups” or Alcoholics Victorious or Nar-Anon or Alcoholics for Christ or 
“Men or Women AND Sobriety” Or Early Native Recovery “Circles” or Handsome Lake 
Religion or Shawnee Prophet Movement or Sacred Peyote Societies or Peyote Way or Native 
American Church or Indian Shaker Church or Peyotism or American Indian Church or Indian 
Shaker Church or Native American Wellbriety Movement. 
2) Addiction: addiction or substance abuse or substance dependence or substance 
misuse or behavioural or process addiction or non-substance addiction or alcohol or drugs or 
heroin or methadone or opiates or barbiturates or sedatives or cocaine or amphetamine or 
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cannabis or hallucinogens or inhalants or poly drug or gambl* or sex or love or internet or 
shop* or eat* or dual diagnosis. 
3) Indigeneity: Aboriginal or Indigenous or First Nation* or First people* or Torres 
Strait Island* or Hawaii* or Maori* or Native American or American Indian* or Indian* or 
Inuit* or Metis or Alaskan or Oceanic ancestry group.
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Figure 3.1  
PRISMA Flowchart Indicating Search Strategy and Classification of Studies 
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3.2.4 Application of Exclusion Criteria  
The exclusion criteria were applied to n=93 articles that qualified for full text revision 
once title and abstract screen was completed. This sample (n=93) comprised 45 articles 
resulting from the original screen and an additional 48 articles obtained by handsearching 
these reference lists. All articles were then reviewed by (ED) to assess their relevance against 
six exclusion criteria: 1) not an Indigenous focus (n=53 studies excluded); 2) not an addiction 
focus (i.e. included alcohol, other drug, gambling; n=135 studies excluded); 3) not a mutual 
support group focus (n=8 studies excluded); 4) not an original study (n=11 studies excluded); 
5) not a complete study; 6) not published in English language (n=3 studies excluded).  
An additional 12 articles were unable to be obtained in full text form despite 
reasonable efforts (e.g., multiple library searches, contacting authors, sending requests via 
Research Gate). In total, 89 studies were excluded by these criteria leaving four studies for 
analysis. A secondary reviewer (KC) independently reviewed a percentage of excluded 
studies against the eligibility criteria and then collaborated with the lead author (ED) to 
confirm the final sample.   
3.2.5 Data Extraction 
Data were extracted by three authors (ED, KL, JC). ED extracted data from all 
records, KL and JC extracted data from half the records. As a result, all records were 
extracted in duplicate. The researchers met to resolve any inconsistencies. Data extracted 
were: publication details, study method, Indigenous sample characteristics, type of mutual 
support group, details of cultural adaptations, and a summary of outcomes as they related to 
this review’s aims.   
3.2.6 Quality Assessment   
Each article was critically appraised independently by three authors (ED, KL, JC) 
using the AXIS critical appraisal tool (Downes, Brennan, Williams, & Dean, 2016). The 
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AXIS is a 20-item, multi-disciplinary critical appraisal tool to guide the inclusion of cross-
sectional studies in systematic reviews.  
3.3 Results  
3.3.1 Research Outputs on Mutual Support Groups for Indigenous Peoples  
Four studies were included in the systematic review. A summary of key details is 
provided in Table 3.1. Two were population-based surveys (Beals et al., 2006; Herman-Stahl 
& Chong, 2002), one was a clinical case study (Kenny, 2006), and one was an ethnographic 
study (Spicer, 2001). All included studies were scored as moderate to high level quality 
according to the AXIS critical appraisal tool (Downes, Brennan, Williams, & Dean, 2016). 
All studies were conducted in the USA between 2001 and 2006 and where a mix of 
qualitative and quantitative designs.  Sample sizes of Indigenous peoples who participated in 
these studies varied (range n=1 to n=824; total across studies = 1,600). They included peoples 
living on and off reservations and representing First Nations peoples from Northern Plains 
and South West tribes (Beals et al., 2006); three tribal groups in Arizona (non-identified at 
participants’ request) (Herman-Stahl & Chong, 2002); South East region (Kenny, 2006); and 
Ojibwe, Lakota, Winnebago, and Cree communities, living in Minneapolis (Spicer, 2001). 
Across the studies there were more female (53.4%) than male (46.6%) participants. Ages 
ranged between 18 years to 56 years. Alcohol use disorder was the most commonly reported 
condition across all studies however two studies also featured participants with comorbid 
drug and alcohol or drug only disorders (Beals et al., 2006; Herman-Stahl & Chong, 2002). 
All studies featured AA only (referred to as 12-steps within one study (Beals et al, 2006) and 
an “Indian” AA was the only culturally adapted variant which was mentioned by Kenny, 
2006 and Spicer, 2001.
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Table 3.1  
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Note. AA is used as an abbreviation for Alcoholics Anonymous. Quality assessment was determined by the AXIS tool 
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3.3.2 Description of Study Outcomes 
The two population-based studies sought to understand the types of addiction 
treatments accessed by Native American people living on reservation. Beals et al, (2006) 
examined the survey results of two reservation based Native American tribal peoples (N= 
366) from the Northern and Southern Plains. The large majority of participants included 
people who reported problems with alcohol (39%) or alcohol and other drug use (35%). 
However, the sample also included people who did not have a history of problematic 
substance use (5%). The study identified that 24% of people reported that they had accessed 
12-step mutual support groups in the previous 12-months. This attendance rate was 
comparable to other forms of treatment accessed by this community (i.e., 29% biomedical 
services, 21% traditional healing).  
The other study conducted by Herman-Stahl and Chong, 2002, focused on the survey 
findings of three American Indian Tribes (whose anonymity was requested) to understand 
past year help seeking treatment types. Of their participants, (n=725), nearly three-quarters 
(72.9%) had no substance related condition, nearly one-fifth (19.8%) identified alcohol 
disorder only, 6.7% identified alcohol and drug disorders and less than 1% experienced drug 
only conditions. Of these, 14.3% of all participants had used AA. and more than one in eight 
(13.6%) used a combination of AA with other formal treatments. This was in relation to   
more than three in five (64.1%) who had not accessed any treatment within the past year, 
7.1% had accessed formal treatments only and more than one in seven (15.2%) who accessed 
traditional services only.  
The clinical case study focused on the provision of a 22-month psychological 
intervention for a 37-year-old, female, Native American Indian who was born and raised on 
reservation (Kenny, 2006). The focus of the intervention was on depression, however, AA 
was used as a supplementary service to help reduce the likelihood of alcohol relapse. The 
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client had a history of social and intrapersonal issues including an alcohol addiction since 
adolescence. At the time of treatment, the client had maintained eight years of sobriety which 
was attributed a close connection with her AA sponsor. The client attended two, bi-weekly 
meetings; one was an “Indian” AA meeting (all female; hosted on her reservation) and 
another was an “open” AA meeting which she continued to attend for its post-group 
socialising opportunities. This study proposed that her client was attracted to AA meetings 
because she was “westernised” and “bicultural” (based on her American style of dressing and 
time spent living and working off reservation).  
The final study was an ethnographic exploration of American Indian people’s 
motivations for quitting alcohol (Spicer, 2001). This study involved immersion in an 
American Indian community for 30 months. At the end of this immersion period, a series of 
alcohol history interviews were conducted (n= 50; equal numbers of males and females). Of 
this group, the majority (n=48/50) self-identified as heavy drinkers. The study findings offer 
anthropological insights into this American Indian community’s perceived usefulness and 
cultural congruency of AA to their own culture. Overall, there were mixed views. Some 
interviewees felt AA was congruent with their own cultural belief systems and one 
interviewee reported his AA sponsor was helpful in his recovery. Others felt that the AA 
model that is underpinned by Christian values was more suited to western people and others 
reported that they could not identify with the principles of “alcoholism” and “alcoholic” 
which are the central components to the AA model.  
3.4 Discussion  
To our knowledge, this is the first study to assess the number, nature and scope of 
empirical studies of addiction recovery mutual support groups for the Indigenous peoples of 
Australia, New Zealand, Canada, the USA and Hawaii. A total of four articles qualified for 
the review, with all the studies published between 2001 and 2006. The small number of 
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papers and the mix of qualitative and quantitative research studies limited the ability to 
compare and contrast study results. The main findings of this review reveal the paucity of 
high-quality, empirical studies addressing addiction recovery mutual support groups for 
Indigenous peoples in colonised countries. Specifically, there was no research providing a 
detailed examination of culturally modified groups or describing outcomes associated with 
group use. Indigenous people’s experiences of groups and a broad coverage of addictive 
disorders were also lacking.   
It is possible that the low number of published studies are a consequence of research 
practices that currently preclude Indigenous-focused information to be retrieved by 
systematic review process. For example, while undertaking this review, it was common to 
find studies that used the terms “other” and “non-white” when reporting participant 
demographics which offered no way to identify the ethnicity of the sample. Additionally, 
when studies did identify Indigeneity, findings were amalgamated instead of articulated in a 
manner that was reflective of the Indigenous voices heard in the findings. These practices 
limit the usefulness of research for Indigenous contexts and jeopardise health care advances 
by perpetuating a weak empirical base. Similar limitations have been noted by other 
researchers who have commented on the under-reporting of minority groups in published 
health literature (Ryder et al, 2019). Future studies could be improved by employing research 
methodologies so that they are not biased towards the dominant western culture and so that 
they can respectfully transfer Indigenous voices and knowledge into research outcomes 
(Kawakami, Aton, Cram, Lai, & Porima, 2008; Wilson, 2001). 
All four studies were exclusive to the USA and represented Native American peoples. 
AA was the only mutual support group model featured with references to both western and 
“Indian” models being made. There were no studies on First Nations people of Canada, 
Australia, New Zealand or Hawaii. Also, no studies reported on any outcomes associated 
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with AA attendance such as effect of abstinence rates. This was perhaps expected given that 
AA originated in the USA and is the longest standing and most popular form of mutual 
support group in global circulation (White, 2010). As such, it has also been the most 
researched mutual support model to date, yet most of this evidence does not attend to the 
impact or outcomes as they relate to the First Nations people of colonised societies. For 
example, a range of key longitudinal studies (Kaskutas, Bond, & Weisner, 2003; Kelly et al., 
2006) and reviews (Ferri, Amato, & Davoli, 2006; Kelly, Magill, & Stout, 2009) on the 
effectiveness of mutual support groups have been published without identification of any 
Indigenous peoples within their samples. Also, none of the discussions in these studies 
consider how their findings could be transferred to Indigenous contexts.  
In two studies (Beals et al., 2006; Herman-Stahl & Chong, 2002), the researchers did 
not state whether participants had attended a mainstream or “Indian” AA meeting, or the 
frequency of attendance. Without this information it is hard to know what percentage of these 
participants, and with what addictions, selected either the culturally modified Indian AA or 
the mainstream AA group. These limitations along with the lack of baseline and post 
treatment comparison data prohibit information to be drawn regarding how Indigenous 
people use mutual support groups in their recovery or the effects of attendance on recovery 
outcomes.    
Findings from this review also confirm that the homogeneity within or between 
cultural groups should not be assumed when designing addiction recovery programs. As 
described by Spicer (2001), some Indigenous people felt that mainstream mutual support 
groups were incongruent to their values and beliefs while others reported that they found 
these groups helpful. Likewise, Kenny’s (2006) case study described a participant who 
concurrently attended both a mainstream group and a culturally modified group (Kenny, 
2006). This participant reported that there were different features offered by each of the 
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group meetings that aligned with her recovery goals. These findings highlight that there is not 
a ‘one size fits all’ solution to ensuring mutual support groups can meet the needs of 
Indigenous peoples, however it does suggest three things. Firstly, to facilitate Indigenous 
attendance at mainstream mutual support groups, it is important that these groups are 
culturally safe. Secondly, there is also both a need and demand for culturally modified 
support groups. Lastly, given the heterogeneity of Indigenous cultures, it is likely that each 
mutual support group model may be required to undergo multiple modifications to meet the 
unique needs of different Indigenous audiences and community contexts. For example, the 
current modifications that have been made to AA by and for Native American Indians may 
not necessarily be appropriate for the Indigenous peoples from New Zealand or Hawaii.  
There is currently a lack of published empirical literature to guide cultural 
modifications. However, there are existing community resources where knowledge could be 
drawn from. For example, in the USA, the White Bison “Wellbriety” movement (White 
Bison, 2019) coordinates the adaptation and delivery of American Indian and Alaskan Native 
AA group models across the country. Likewise, cultural adaptations have been made to the 
SMART Recovery program for Indigenous Australians (SMART Recovery Australia, 2019). 
It is important that any modifications made are sustainable and conducted in collaboration 
with the appropriate Indigenous community representatives (Kawakami et al., 2008; Wilson, 
2001). 
3.5 Conclusion  
The lack of empirical knowledge regarding the utility of addiction recovery mutual 
support groups for Indigenous peoples of Australia, New Zealand, Canada, the United States 
of America and Hawaii is clear from this review. To improve the evidence, base in this field 
it is important that a range of observational and qualitative studies are conducted that capture 
contextual, interpersonal and individual insights and experiences of Indigenous people 
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attending or facilitating each mutual support group model. These studies would likely 
determine which features and operational practices are important for successful membership, 
identify which cultural modifications are important to participants, and explore the 
engagement of Indigenous people in mutual support groups.   
Likewise, there is a need for randomised control trials and longitudinal studies to 
demonstrate the effectiveness of mutual support group use for Indigenous people across a 
broad range of addictive behaviours (e.g., substance use, gambling). Finally, the integrity of 
all future research in this field is likely to be enhanced by employing Indigenous research 
methodologies (Kawakami et al., 2008; Wilson, 2001). These principles offer promising 
ways of engaging with Indigenous communities to collaboratively construct knowledge that 
not only bridges western and Indigenous paradigms (Arnold, 2018), but allows research to be 






“RECOVERY MEANS TRYING TO STAY OFF 
EVERYTHING AND BEING HONEST”.  
FEMALE GROUP MEMBER 38 YEARS 
 
“RECOVERY IS BEING IN SOBRIETY AND 
MAINTAINING THAT SOBRIETY”.  
MALE GROUP MEMBER 44 YEARS 
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Chapter 4: “Where the knowledge holders are” (Study 2) 
A Multi-Methods Yarn about SMART Recovery: First Insights from Australian 
Aboriginal Facilitators and Group Members 
The previous chapter demonstrated the paucity of empirical research on the 
acceptability and effectiveness of mainstream mutual support groups for Indigenous peoples 
in New Zealand, Canada, Australia, USA and Hawaii. The findings indicate an urgent need 
for observational and qualitative research to determine which programme features and 
operational processes are culturally congruent and conducive to recovery.  
In this chapter, SMART Recovery is used as a case study to establish: 1) Attributes of 
Aboriginal SMART Recovery facilitators and group members; 2) Characteristics of 
Aboriginal-led SMART Recovery groups; 3) Perceived acceptability and helpfulness of 
SMART Recovery; and 4) Areas for potential improvement.  
This chapter is presented as per the manuscript that will appear in the journal: Drug 
and Alcohol Review, which was accepted for publication in January 2021 (see Appendix E 
for a communique from Drug and Alcohol Review confirming acceptance). Minor formatting 
changes have been made to the headings, Tables 1-5 and Figure 1 to ensure consistent 
formatting across the thesis. References have been consolidated into the thesis overall 
reference list.  
The citation for this chapter is: Dale, E., Lee, K. K., Conigrave, K. M., Conigrave, 
J.H., Ivers, R., Clapham, K., & Kelly, P. J. (in press). A multi-methods yarn about SMART 
Recovery: First insights from Australian Aboriginal facilitators and group members. Drug 






Background: SMART Recovery is a popular mutual support group programme. Little is 
known about its suitability or perceived helpfulness for Indigenous peoples. This study 
explored the cultural utility of SMART Recovery in an Australian Aboriginal context.   
Methods: An Indigenous-lensed, multi-methods, exploratory study design was used to 
develop initial evidence of 1) attributes of Aboriginal SMART Recovery facilitators and 
group members; 2) characteristics of Aboriginal-led SMART Recovery groups; 3) perceived 
acceptability and helpfulness of SMART Recovery; and 4) areas for potential improvement. 
Data were collected by synthesising Indigenous qualitative methods (research topic and 
social yarning) with western qualitative and quantitative methods (participant surveys, 
programme adherence rating scale, group observations and field notes). Data were analysed 
using thematic analysis.  
Results: Participants were a culturally diverse sample of male and female Aboriginal 
facilitators (n = 10) and group members (n=11), aged 22 to 65 years. Aboriginal-led SMART 
Recovery groups were culturally customised to suit local contexts. Programme tools “goal 
setting” and “problem solving” were viewed as the most helpful. Suggested ways SMART 
Recovery could enhance its cultural utility included: integration of Aboriginal perspectives 
into facilitator training; creation of Aboriginal-specific programme and marketing 
materials;and greater community engagement and networking. Participants proposed an 
Aboriginal-specific SMART Recovery programme. 
Conclusions: This study offers insights into Aboriginal peoples’ experiences of SMART 
Recovery. Culturally informed modifications to the programme were identified that could 
enhance cultural utility. Future research is needed to obtain diverse community perspectives 
and measure health outcomes associated with group attendance.  
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4.1 Introduction 
Mutual support groups are a popular treatment option for problematic substance use 
and other problematic behaviours like gambling (Dawson et al., 2006; Hing et al., 2014). 
Such groups offer non-clinical, community-based meetings that harness shared experiential 
knowledge and mobilise member-to-member social, emotional, and informational support 
(Public Health England, 2015). Appealing to recovery seekers, meetings can typically be 
accessed weekly, at no cost and over a long term (Kelly et al., 2009). Regular group 
attendance has been shown to prevent relapse (Substance Abuse and Mental Health Services 
Administration, 2008), alleviate comorbidities such as depression (Theurer et al., 2014) and 
promote long-term abstinence (Kelly et al., 2020). Reciprocal group support can help build 
personal insight (Binde, 2012), enhance problem-solving skills (Sanders, 2012) and reduce 
risk taking behaviours (Tonigan et al., 1998).   
The most widely accessed forms of mutual support are the 12-step programmes (i.e., 
Alcoholics Anonymous [AA), Gamblers Anonymous [GA]) and SMART Recovery [Self-
Management and Recovery Training]). Approximately 25,000 SMART Recovery meetings 
are delivered in over 23 different countries (SMART Recovery, 2021). Of these, over 250 
weekly meetings occur face-to-face and online Australia-wide (SMART Recovery Australia, 
2020a, 2020b). 
A detailed description of SMART Recovery’s core programme contents and 
operational features is published elsewhere (Kelly et al., 2017). In brief, SMART Recovery is 
a free, empirically-based mutual support group programme that imparts tools and techniques 
derived from motivational interviewing and cognitive behavioural therapy techniques to 
encourage “self-empowered behaviour change” (SMART Recovery Australia, 2020b). The 
programmes core tools are: “change plan”, “cost benefit analysis”, “goal setting”, “problem 
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solving”, “role play”, “thoughts, feelings, and actions” and “urge log” (Horvath & Yeterian, 
2012). 
SMART Recovery caters for individuals (16 years +) seeking recovery from both 
substance and non-substance related addiction such as alcohol, illicit drugs and gambling 
(SMART Recovery, 2021). Meetings are led by trained facilitators who follow a manualised 
18-item programme protocol (Beck et al., 2016). Each meeting typically has the following 
format: “check in”, problem-focused discussion, establishment of a “7-day plan” and a 
“check out” (SMART Recovery Australia, 2015).  
There is a small but growing body of evidence demonstrating the effectiveness of the 
SMART Recovery programme (Beck et al., 2017). Research has shown that participation is 
associated with reduced substance use (Milin, 2007) (Hester et al., 2013), establishment of 
supportive social networks (Raftery et al., 2020) and improved quality of life (Brooks & 
Penn, 2003). More research is needed, however, to understand SMART Recovery’s utility as 
a clinical or public health tool (Beck et al., 2017). 
There is also the need for research to examine the cultural appropriateness of mutual 
support groups for Indigenous populations. A recent systematic review (Dale et al., 2019) for 
similarly colonised countries (Australia, New Zealand, Canada, United States of America and 
Hawaii) identified just four peer-reviewed studies examining mutual support groups for 
Indigenous peoples. All of those studies focused on Native American Indian cultures 
syncretised to Alcoholics Anonymous (Beals et al., 2006; Herman-Stahl & Chong, 2002; 
Kenny, 2016; Spicer, 2001) and no study reported on Indigenous peoples’ perspectives on the 
group model. This paucity of research highlights the need for empirical investigation of 
Indigenous peoples’ experiences and outcomes associated with mainstream mutual support 
group attendance.  
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Indigenous health advocates worldwide are calling for more research on the 
effectiveness of culture-based interventions to address mental health and substance use 
conditions amongst Indigenous populations  (Brady, 1995; Gray et al., 2010; Hing et al., 
2014; Lee et al., 2013; Leske et al., 2016; Shakeshaft et al., 2010; Walker et al., 2014). The 
underrepresentation of Indigenous voices within previous mutual support group studies has 
hindered the translation of Indigenous cultural knowledge into health promoting policies and 
practices. (Kawakami et al., 2008; Zavala, 2013). Research conducted with and for 
Indigenous peoples will help build the body of knowledge needed for understanding the 
cultural appropriateness and potential benefits of mutual support groups for Indigenous 
populations (Johnson-Jennings et al., 2019; Lee et al., 2013). 
To address these knowledge gaps, we conducted a  multi-method (Stange et al., 2006) 
exploration (Walter, 2010, p. 11) of the cultural utility of SMART Recovery for Aboriginal 
peoples in Australia. For the purpose of this study, cultural utility was defined by the authors 
as “the perceived suitability and helpfulness of a health intervention within a specific cultural 
context”. To ensure the evaluation was culturally informed, an Indigenous research 
perspective (lens) (Durie, 2004; Rigney, 1997; Sherwood & Edwards, 2006; Wilson, 2001) 
was used to: 1) describe the attributes of Aboriginal SMART Recovery facilitators and group 
members; 2) describe the characteristics of Aboriginal-led SMART Recovery groups; 3) 
explore Aboriginal facilitators’ and group members’ perceptions of acceptability and 
helpfulness of SMART Recovery; and 4) identify areas for potential improvement. 
4.2 Methods 
4.2.2 Study Design 
We used a multi-method study design with an Indigenous research lens (Durie, 2004; 
Foley, 2006; Rigney, 1997; Sherwood & Edwards, 2006; Wilson, 2001) to explore the 
cultural utility of SMART Recovery in an Australian Aboriginal context (see Figure 4.1). 
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Data were collected concurrently by synthesising western qualitative and quantitative 
methods (group observation, field-notes and participant survey (Phellas et al., 2011; 
Spradley, 2016); with Indigenous qualitative research methods (research topic yarning and 
social yarning (Bessarab & Ng'andu, 2010; Lin et al., 2016). Research topic yarning is a 
relational and culturally acceptable way to obtain Indigenous peoples perspectives in relation 
to a research topic (Bessarab & Ng'andu, 2010). Social yarning refers to informal and 
impromptu conversations that occurs between researcher and participant before and/or after 
official data collection begins (i.e., research topic yarning) (Bessarab & Ng'andu, 2010). 
When used together, both yarning styles can help build trust and rapport between researcher 
and participant and can support participants’ autonomy (Hamilton et al., 2020). This 
approach has been shown to enhance cultural and scientific credibility of research findings 
(Durie, 2004). Themes emerging from quantitative and qualitative data were synthesised 








4.2.3 Setting  
The participants in this study represented five diverse Aboriginal communities 
spanning rural, remote and urban contexts and included Yuin, Gadigal and Bunjalung (New 
South Wales; NSW) and Nukunka and Kaurna (South Australia; SA). 
4.2.4 Participants 
Participants were: 10 Aboriginal SMART Recovery facilitators (Table 4.1), 13 group 
members (Table 4.2) and three Aboriginal-led SMART Recovery groups (referred herein as 
Groups 1 (rural NSW), 2 (remote SA) and 3 (urban SA; see Table 4.3). 
4.2.5 Ethics and Informed Consent 
Ethical approval was granted by the University of Wollongong Human Research 
Ethics Committee (#2018/398), the Aboriginal Health Council of South Australia (04-19-
845), the Western Australia Aboriginal Health Ethics Committee (939) and the Aboriginal 
Health and Medical Research Council of New South Wales (1447/18). Participants provided 
written and verbal consent through an informed process. An additional opt-out consent 
process was used to safeguard participants during the group observations (Vellinga et al., 
2011). This was extended to include unplanned staff or community members who were also 
present. No individuals exercised the opt-out option. 
4.2.6 Procedure 
4.2.6.1 Recruitment  
Facilitators 
The SMART Recovery group facilitators were required to self-identify as being of 
Aboriginal or Torres Strait Islander descent and to have completed SMART Recovery 
approved training. Facilitators were recruited via phone or email (by ED) using a mailing list 
provided by SMART Recovery Facilitators were also recruited using snowball sampling via 
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the researchers’ professional and community networks (ED, KCl, KL, KCo, PK) or via an 
advertisement placed on the SMART Recovery website.  
Group Members  
Group members were eligible for inclusion if they were aged 18+, self-identified as 
being of Aboriginal or Torres Strait Islander descent and had past or current involvement in 
an Aboriginal-led SMART Recovery group. Group members participating in this study were 
a convenience sample of individuals who were present during one of the group observations. 
Group members only were reimbursed for their time ($20 shopping chain voucher). 
Aboriginal-led SMART Recovery Groups  
Aboriginal-led SMART Recovery groups were recruited via the facilitators after permission 
was received from the facilitators’ service managers. Group members were provided with 
advanced notice of the observation date and the researcher’s intentions ahead of time to avoid 
coercion. 
4.2.6.2 Data Collection  
All information for this study was collected between October and December 2019 (by 
ED). Quantitative and qualitative data were collected simultaneously using participant 
surveys, group observations, hand-recorded field notes, and research topic yarning and social 
yarning (hereafter, ‘yarn(s)’) (Bessarab & Ng'andu, 2010). Equal priority was given to all 
approaches to elicit descriptively rich data (Bazeley, 2017) and to minimise bias (Withall et 
al., 2011).  
Facilitators and group members were asked to complete a self-administered survey 
prior to participating in a yarn (Bessarab & Ng'andu, 2010). Surveys were piloted (by ED, 
KL and a local Aboriginal Elder). The use of a survey prior to the yarns avoided the need for 
a question-answer dialogue between researcher and participant. This enabled us to preserve 
the relational, story-telling nature of yarning (Fredericks et al., 2015). 
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Five facilitator yarns and all group member yarns (n=11) were conducted 1:1, face-to-
face after their respective group had been observed. Due to geographical distance, the 
remaining facilitators (n=5) completed a survey via email and participated in a telephone 
yarn. Mean duration of each yarn was 30.2 minutes (SD=10.6; facilitators) and 6.9 minutes 
(SD=2.6; members). All yarns were audio recorded and professionally transcribed verbatim. 
Prior to data analysis the accuracy of returned transcripts was checked (by ED) by randomly 
selecting five transcripts and comparing these against the original audio recordings. 
4.2.6.3 Instruments 
Quantitative Materials 
Facilitator Participant Survey  
All facilitators completed a participant survey which asked questions about their 
demographic characteristics (e.g., gender, age, Indigeneity, highest level of educational 
attainment and employment status) and level of facilitator experience (e.g., “how many 
groups have you facilitated since completing the training?”). A five-point Likert scale (never 
to always) was used to identify which and how frequently SMART Recovery programme 
tools were used. For example, facilitators were asked to rate how often they used “goal 
setting with group members”.  
Group Member Participant Survey 
Each group member completed a survey which asked questions to obtain their 
demographic characteristics (e.g., gender, age, Indigeneity, highest level of educational 
attainment and employment status) and identify their patterns of and motivations for 
attending groups, concurrent recovery treatments and experiences with other mutual support 
group programmes. The same five-point Likert scale (never to always) was used to identify 
which and how frequently they used SMART Recovery programme tools within their groups 
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(e.g., “goal setting”). An additional question asked group members to identify what “tools” 
they “leave SMART Recovery meetings with”. 
Group Observations  
Group observations were conducted to identify each group’s characteristics and 
operational processes. An observation protocol was created that involved positioning the 
researcher (ED) as an observer-participant (Creswell, 2009) and administration of a 
purposefully-designed SMART Recovery programme adherence checklist with hand-
recorded field notes to obtain comparable descriptive accounts.  
SMART Recovery Programme Adherence Checklist  
The SMART Recovery programme adherence checklist (‘checklist’; see 
supplementary file) was designed as an 18-item inventory of the SMART Recovery 
programme protocol. The checklist also allowed for easy identification of the seven-core 
programme “tools”. The checklist was arranged according to the programme’s recommended 
sequence of implementation. Items were scored as either “yes=1” (item was present) or 
“no=0” (item was absent). Adherence scores were interpreted as high (80-100%), moderate 
(51-79%) or low (0-50%) (Toomey et al., 2017).  
Content validity for the checklist was established using a three-stage process 
(Zamanzadeh et al., 2015): 1) Items were selected following a review of SMART Recovery 
literature and programme materials; 2) The checklist was co-created with SMART Recovery 
programme coordinators located in their Australian head office; and 3) Review and approval 
of checklist through consensus agreement by the SMART Recovery Australia Research 
Advisory Committee. 
Prior to data collection, the checklist was piloted for accuracy and reliability (by PK 
and ED; each SMART Recovery trained facilitators) by observing and rating a non-
Aboriginal-led SMART Recovery meeting. The group facilitator was shown the checklist on 
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conclusion of the group, when they were asked to complete a self-rating. Inter-rater reliability 
was calculated as a percentage of agreement between the three raters (PK, ED and the 
facilitator). An inter-rater reliability score of 100% was achieved (see supplementary file).  
Field Notes 
Hand-recorded field notes were systematically recorded (by ED) to accompany the 
checklist. Field notes recorded programme modifications or deviations. Culturally specific 
variations (e.g. language or delivery style) would be identifiable through this process (Carroll 
et al., 2007). 
Qualitative Materials 
Research Topic Yarning  
Separate yarning guides were developed to support the yarns with facilitators and 
members. These guides were piloted (by ED and a local Aboriginal Elder). Both yarning 
guides contained core questions to explore perceived cultural acceptability and helpfulness of 
SMART Recovery and suggestions for improvements. For example, group members were 
asked: “Do you feel that the SMART recovery model is a fit with your Aboriginal culture?”; 
“How could SMART Recovery be better for Aboriginal people?”. 
Facilitators were also asked to describe their experiences of the SMART Recovery 
facilitator training process (e.g., “What was it like as an Aboriginal person completing the 
SMART Recovery training?”; “How would you describe what it’s like to be an Aboriginal 
person facilitating SMART recovery groups?”). 
4.2.6.4 Data Analysis 
Quantitative Analysis 
Descriptive analysis was conducted of survey data and fieldnote recordings. Data 
from the adherence checklist were tabulated to calculate an overall programme adherence 
rating score for each group. This involved dividing the number of items adhered to by the 
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total number of possible checklist items (maximum score of 18). Total scores were then 
converted into a percentage. Data were then tabulated to enable an item-by-item level 
evaluation of common group features and operational processes.  
Qualitative Analysis 
All qualitative data were imported into NVivo© version 12 for thematic analysis (by 
ED) (Braun & Clarke, 2006). This involved an initial coding phase followed by a focused 
phase, with simultaneous comparison with the quantitative data to assist with theme 
development (Braun & Clarke, 2006). A matrix was used to categorise emergent themes and 
collapse these into key themes and sub-themes(Averill, 2002). All transcripts and field notes 
were checked for coding (by KL) and discussed (ED, KL) to reach consensus. 
To mitigate bias, field notes were recorded as soon as possible after group 
observations. Then, field notes were rechecked (by ED) and discussed with another author 
(KL). Contact was maintained with some facilitators (by ED) throughout analysis to feedback 
and reflect on emerging themes.   
Data from each of the five participating Aboriginal communities (i.e. yarning 
transcripts, participant surveys and for the three groups, observation results) were then 
grouped and regarded individually so that their unique storylines could be appreciated prior 
to amalgamation into a final data pool(Mills et al., 2006). This approach acknowledges the 
need to consider cultural and environmental diversity when developing and disseminating 
research knowledge (Smith, 2012; Wilson, 2008; Zavala, 2013). 
4.3 Results 
Facilitator Attributes  
Facilitators were mostly male (n=7/10), and their mean age was 50.5 years (SD=9.7; 
Table 4.1). All identified as Aboriginal. Most of the facilitators (n=7/10) were actively 
running groups, and of these, three (n=3/7) ran more than one group each week. More than 
99  
half of the facilitators (n=6/10) co-facilitated their SMART Recovery group. Facilitators each 
held a range of educational and professional qualifications. The majority had completed year 
12 or below (at school; n=8/10) and had gained health-related tertiary certificate or diploma 
level (n=8/10) qualifications (e.g., in alcohol and other drugs counselling). Professional 
backgrounds included plumbing, security, religious ministry and construction work.   
Group Member Attributes  
All group members (n=11) currently attended an Aboriginal-led SMART Recovery 
group (Table 4.2). There was minimal difference between group member ages and genders; 
Females (n=6/11; mean age 37.09, SD = 9.45) and men (n=5/11; mean age 39.6, SD = 12.5) 
and most identified as Aboriginal (n=9/11). Two members identified as being of Aboriginal 
and Torres Strait Islander descent. All but one member attended voluntarily (n=1; court 
mandated). Just over a third (n=5/11) had attended a group in the past 2-4 weeks (at the time 
of yarn). Nominated reasons for attending groups included problematic: alcohol use (n=1/11), 
illicit drug use (n=5/11), combined alcohol and illicit drug use (n=3/11), and relapse 




Socio-Cultural Characteristics for Aboriginal SMART Recovery Group Facilitators 
Characteristic  (n=10) % 
Gender 
   Male 








   35-45 
   46-55 
















   Rural NSW 
   Urban NSW 
   Remote NSW 
   Remote SA 













Highest Level of Education 
   Year 12 or below 
   Graduate certificate or diploma  









Role Worked as a Facilitator 
   Alcohol and othe drug support worker  
   Social and Emotional Wellbeing counsellor  
   Drug health project officer  












   Mean number of groups    
   Facilitating as solo presenter1 
   Facilitating as co-facilitator2 
   Facilitating one group3 
   Facilitating multiple groups4 
 













Socio-Cultural Characteristics, Patterns of Attendance and Concurrent Treatments for 
Aboriginal SMART Recovery Group Members  
Characteristic  (n=13) % 
Gender 
   Male 








   20-35 
   36-45 










   Aboriginal 







Highest Level of Education  
   Year 12 or below 
   Diploma level 










   Currently employed 







Has Stable Accommodation 
   Yes 







Main Reason for Attending 
   Alcohol  
   Drugs 
   Alcohol and drugs (AOD) 
   Food/eating 
   Relapse prevention (for AOD)  















Length of Attendance  
   First time 
   2 to 4 weeks 










   4 to 6 months  





Frequency of Attendance 





Accessing Concurrent Treatment 
   Psychology  
   Drug and alcohol counselling  
   General Practitioner (pharmacotherapy)  
   Family support service  
   Methadone clinic  















Have Attended Alternative Mutual Support Groups 
   None  
   Alcoholics Anonymous (AA) 
   Narcotics Anonymous (NA) 












Characteristics of Observed Aboriginal-led SMART Recovery Groups 
All Aboriginal-led SMART Recovery groups (n=3) were offered weekly in a primary 
health care service (Table 4.3). Two groups were located in an Aboriginal Community 
Controlled Health Organisation (ACCHO). The average length of time groups had operated 
for was 10.3 weeks and the duration of meetings was just over an hour (mean: 63.5 minutes, 
SD=4.7). All groups were open to people aged 16+. One group (urban; SA) was offered to 
both Aboriginal and non-Aboriginal peoples. Another group (remote; SA) was for females 
only.  
Programme adherence ranged from 44 – 55% (Table 4.4). Of the 18 programme 
adherence items, just four were performed consistently across each group (i.e., member 
“check in”, use of discussion time to “generate ideas” and share lived experiences, and a 
formal group closure). Of the seven core SMART Recovery tools, just two were used, “goal 
setting” and “problem solving”.  
103  
Participant Survey  
Facilitator and group member survey results were not consistent with each other, or 
with programme adherence checklist scores. During the group observations (n=3), the 
adherence checklist identified one group (n=1/3) that used “goal setting”, while two groups 
(n=2/3) utilised “problem solving”. In contrast, all facilitators (n=10) reported they “always” 
use “goal setting” and just over half of group members (n=7/11) reported that “goal setting” 
was “always” used during groups. Also, while all facilitators reported via survey that their 
meetings “always” used problem solving, just under a quarter of group members (27%; 
n=3/11) reported that they “always” engaged in problem solving. Most group members 
reported that they leave each meeting having learned new skills and ideas (n=6/11).
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Table 4.3 
Characteristics of Aboriginal-led SMART Recovery Groups 








Group Features Environmental Features 













Transport to and from 
groups, one-one counselling 
with facilitators, integrated 
in a holistic model of care 
(e.g., doctors, family 
support, dentist, material 
assistance food, inclusion of 
other health service staff 
Light, airy room, circular open seating, 
whiteboard integrated into circle, 
facilitators seated in the group, food and 
beverages laid out, family members 
involved in the group. Facilitators did not 
use the current SMART Recovery 
Aboriginal and Torres Strait Islander 
facilitator and group member handbook  
















Transport to and from 
groups, one-one counselling 
with facilitators, referrals to 
other services, food, guest 
speakers, inclusion of other 
health service staff, 
attendance extended to 
family and friends 
Circular seating around a table, whiteboard 
at the end of table, facilitator presented 
group while standing at whiteboard, food 
and beverages laid out, family members 
were involved in the group. Facilitators did 
not use the current SMART Recovery 
Aboriginal and Torres Strait Islander 
facilitator and group member handbook 














One-one counselling with 
facilitators, integrated within 
a holistic model of care 
(e.g., doctors, family 
support, dentist, material 
assistance), food, guest 
speakers, inclusion of other 
health service staff, 
attendance extended to 
family and friends 
Circular seating around the table, facilitator 
seated at the table and within easy access 
to whiteboard, food and beverages 
available in adjoining kitchen, members 
were allowed to leave the room, partners 
and family members were involved in the 
group. Facilitators did not use the current 
SMAR Recovery Aboriginal and Torres 




Distribution of Programme Items that were Observed for Each Group  
1 Checklist items have been summarised from the original instrument 
2 Goal setting 
3 Problem solving  
 







Opening protocols:    
Welcome statement ✓ ✓  
Acknowledgment of country  ✓  
Description of SMART Recovery   ✓ 
Group rules and guidelines  ✓ ✓ 
‘Here and now’ perspective    
Meeting format explained    
Check in:    
Each member checks in ✓ ✓ ✓ 
Members identify a problem to discuss ✓  ✓ 
Check in is brief and balanced ✓   
Group discussion:    
Members can address their problem ✓   
Group idea generation  ✓ ✓ ✓ 
Members input shared experiences ✓ ✓ ✓ 
Members set a 7-day plan ✓   
Use of core programme tools ✓2,3 ✓ ✓3 
Check out and close:    
Each member checks out    
Members summarise what they learned    
Members state their 7-day plan    
Facilitator formally closes group ✓ ✓ ✓ 
Programme adherence score (%) 55 44 44 
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Perceived Acceptability and Helpfulness of SMART Recovery  
Facilitators 
 During the yarns, all facilitators said that while they liked the concept of SMART 
Recovery (i.e., empowering people to make behaviour change) they felt that the programme 
needed “tweaking” to better suit the cultural and practical needs of their local community.  
 
“At the time when I completed the training I thought, well this will work, particularly if you 
adapt it and make it a bit more culturally appropriate.” (male facilitator, 65 years) 
 
 From a cultural perspective, facilitators felt that SMART Recovery programme was 
too “formal” and “strict”. They all felt it needed less clinical language, more Aboriginal 
specific health promoting resources and a relaxed “yarning circle” meeting style, which 
would enable them to facilitate a “recovery-focused yarn” (“recovery yarn”)  
 
“[the way they wanted us to run meetings] was just too non-Indigenous, too formal, and 
really direct questions. Where [our yarning approach] is more informal and more open… 
[we want our clients] to feel comfortable and express themselves.” (male facilitator, 38 
years) 
 
“The other thing that I have used are picture cards in my group” (female facilitator, 54 
years) 
“I was concerned that some of the language wasn’t necessarily able to be understood by 
older members or older clients … [I also modified] the language, delivery style … [and] 
where it was delivered.” (male facilitator, 65 years) 
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 Facilitators hosting groups within an Aboriginal community-controlled health 
organisation (n=6) described how the provision of practical and wrap around health services 
offered additional member benefits: 
 
“Like the clients I bring, if I don’t transport them, they don’t come. It’s just as simple as that, 
[many of them] just don’t have transport…one of the participants [was] saying today, 
[coming to group has been] a whole change of lifestyle for them…we’re doing the right thing, 
and it’s very successful” (male facilitators, 52 years) 
 
“They come here, do SMART Recovery … they get to see the doctors, you know; like last 
week a lot of them with their goal was to get back on medication. So, they finish SMART 
Recovery, go over and make a doctor’s appointment. So, the holistic approach of it, really 
works.” (male facilitator, 42 years) 
 
“A lot of success comes because its connected to [our ACCHO] and all the other wrap 
around services.” (male facilitator, 38 years) 
Group Members  
 During the yarns, all group members said what they liked most about SMART 
Recovery was the avoidance of labels (i.e., alcoholic), and the opportunity to learn practical, 
recovery-orientated tools and strategies, (e.g., goal setting) and to problem solve with people 
“in a similar situation”: 
 
“[I like that SMART Recovery] is non-judgemental. It's harm-minimisation based. It's 
realistic, in that the focus is on self-management. Attainable goals, you know.” (male 
facilitator, 34 years) 
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“I like the fact that I don’t have to call myself an addict. I think the fact that it’s problem 
solving and setting your own goals.” (female member, 37 years) 
 
“I like being able to have the social support … I look forward to [coming to group], when I 
come, because I know … it’s going to be safe today.” (female member, 22 years) 
 
 Group members described the group as “relaxed” and “comfortable”. They saw 
meetings as a “safe” place to “talk out” problems without “judgement” or “shame”: 
 
“It’s pretty comfortable coming here … you’re not obligated to talk; you can just come here 
and relax … just be around people in a similar situation … I like it … It’s easy going, you’re 
not pressured to do anything.” (male member, 22 years) 
 
“[There can be] a shamefulness of addressing situations … where [this meeting has been 
made] more blackfella friendly [more] open.” (male member, 44 years) 
 
 All group members described how a safe group environment was important for 
building peer connections and facilitating sharing of similar lived experiences and advice: 
 
“I like the fact that it’s a relaxed environment.  I like the fact it’s only a small group and that 
we’re all going through something different, so we can give each other new ideas or ways to 
help…we can ask each other for advice and work out some new ideas and new supports” 
(female member, 40 years) 
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 This sense of connectedness, described as “accountability”, appeared to give all group 
members motivation to “stay on track” and attend regularly: 
 
“I think talking anything out is helpful. Even if nothing changes, talking it out kind of lessens 
the shame and makes me a bit accountable … If I say what my goal is, the next week, I’ve got 
to say if I’ve achieved that or not. So that’s good.” (female member, 37 years) 
 
“I set a goal every week here and then I try and accomplish it before I come back.” (male 
member, 22 years) 
 
“[The SMART Recovery meeting help] keeps me on the straight and narrow.” (male member, 
57 years) 
 
Regular group attendance was described by group members as having broader 
community benefits. Nearly half (n=6/13) saw themselves as role models for positive health-
seeking behaviour while a majority (n=8/13) felt that the skills and knowledge learned during 
the programme could be passed down to younger generations:   
 
“[I want to get better] to show other people how to get better…I want to show what you can 
do. That’s the whole reason [I attend SMART Recovery].” (male member, 22 years) 
 
“There’s young people out there…using amphetamines...and I’d like to teach them and show 




Suggested Areas for Improvement 
Participants offered a range of practical suggestions that if adopted by SMART 
Recovery, could enhance its cultural utility for Aboriginal communities: 
 
“Go back to [SMART and say this is what we need] … In the handouts and stuff, [we need 
these to be] more aware of how Indigenous people live [and have] stuff [in] there about 
culture and a little bit of tradition and stuff like that, you know, so people can relate to it 
when they’re looking at it. [And] the contents have got to assist the delivery of it, [for 
example] it don’t have to be so formal… it can be delivered better [it needs] to be adapted 
and be more adaptable to our people.” (male facilitator, 42 years) 
  
The participants’ suggestions for improvement were categorised into four key areas: 
implementing Aboriginal perspectives into the facilitator training; Aboriginal-specific 
programme materials; community engagement, marketing, and networking; and 
establishment of an Aboriginal SMART Recovery programme (Table 4.5). 
4.4 Discussion 
This is the first study to explore the cultural utility of SMART Recovery for 
Aboriginal peoples in Australia. Western and Indigenous research methodologies were 
synthesised to explore the experiences and perceptions of Aboriginal facilitators and group 
members and to observe three Aboriginal-led SMART Recovery groups. We found that 
Aboriginal-led SMART Recovery groups were operating as culturally customised versions of 
the original programme. Customisations included a yarning circle style of facilitation, 
deliberate omissions from the core programme “tools”, supplementation with Aboriginal-
specific programme resources, and (for groups run within ACCHOs) integration of groups 
with a holistic model of care. These differences, together with recommended programme 
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improvements, offer SMART Recovery practical ways to enhance their cultural utility for 
Aboriginal Australians. 
Adaptations to Facilitation Styles and Core Programme Features 
All groups were observed and reported by facilitators via yarning and surveys to be 
operating in ways that maintained the “concept” of SMART Recovery (i.e. emphasis on 
shared experiential learning and use of goal setting and problem solving to encourage 
behaviour change).However, groups were delivered via a traditional yarning circle (as 
opposed to the prescribed “meeting agenda”) (Queensland Government, 2020). Yarning 
circles are a relational and culturally appropriate forum for storytelling, knowledge sharing 
and learning (Mills et al., 2013). When used in a psychosocial context, yarning circles have 
been shown to improve health-related outcomes (Lin et al., 2016) in drug and alcohol 
recovery (Towney, 2005) and in mental health care (Vicary & Bishop, 2005). As shown via 
the programme adherence checklist, the aspects of the SMART Recovery meeting agenda 
that were retained by all facilitators (i.e. the “check in”, group problem-solving discussion 
and “check out”) (SMART Recovery Australia, 2015) are similar to traditional yarning circle 
protocols (i.e. group introductions, reciprocal discussion and formal group closure) 
(Queensland Government, 2020). This finding suggests that these programme aspects hold 
cultural value and could be a suitable way to facilitate SMART Recovery groups for 
Aboriginal peoples. 
The inclusion of Aboriginal-designed psycho-educational resources (e.g. Aboriginal 
“picture cards”) (Simmons & Conway, 2000) enabled facilitators to introduce Aboriginal 
perspectives to health and wellbeing. Similar adaptations have been made by Native 
American Indian peoples to improve the cultural utility of Alcoholics Anonymous (AA) 
(Spicer, 2001). In one such example, western religious-based acts and prayers were replaced 
with “Indian practices” such as drumming, smudging ceremonies and traditional prayers 
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(Coyhis & Simonelli, 2008) and medicine wheel teachings were incorporated into group 
meetings (Coyhis & Simonelli, 2005). 
During the yarns, both facilitators and group members identified a range of positive 
outcomes from attending groups that were consistent with previous SMART Recovery 
outcome studies: reduced substance use [18, 19], recovery skills acquisition  (e.g. “goal 
setting” and “problem solving”) (Horvath & Yeterian, 2012), being able to establish  social 
support networks [20], and improved quality of life [21]. However, there was discrepancy 
between facilitator and group member survey responses and the adherence checklist in terms 
of how frequently “goal setting” and “problem solving” were used. Group member yarns 
were in full agreement that “goal setting” and “problem solving” were the only two 
programme “tools” (of seven available) that they liked. This finding is consistent with a 
previous study (Kelly et al., 2017) of a national sample of non-Aboriginal facilitators (n=65) 
and group members (of which 6.5% were Aboriginal) (Kelly et al., 2017; Robinson et al., 
2019). However, in contrast to this national study (Kelly et al., 2017),we did not find any 
evidence via yarning, surveys or group observations that the remaining core programme tools 
were utilized or perceived as helpful (i.e. “change plan”, “cost benefit analysis”, “role play”, 
“thoughts, feelings, and actions plays”, or “urge log” (Horvath & Yeterian, 2012). Future 
research could identify barriers to implementation or additional cultural-specific tools that 
could enhance the cultural utility of SMART Recovery from the perspective of Aboriginal 
facilitators. The degree to which reductions to the core programme tools could jeopardise the 
therapeutic integrity (Breitenstein et al., 2010) of SMART Recovery also warrants further 
investigation. 
Groups that were hosted in an Aboriginal Community Controlled Health Organisation 
(n=6) offered members easy access to a variety of ‘wrap-around’ health services that are 
often needed during recovery from substance use disorders (e.g., counselling, and medical 
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health services)  (McLellan, 2002; Vanderplasschen et al., 2013). The provision of transport 
was also demonstrated as necessary for helping Aboriginal people overcome social and 
economic barriers that might otherwise impede group attendance (Gray, Wilson, et al., 2014; 
Jennings et al., 2014).   
A unique outcome of this study was the finding that all group members described 
broader community benefits associated with their SMART Recovery attendance (e.g., 
opportunities to be a positive role model in the community, and to obtain information to 
educate younger generations). This has particular significance for Aboriginal Australians who 
regard the “self” as communal (Berry, 1994) and derive their health and wellbeing via their 
connections with each other (Dudgeon et al., 2017). 
4.5 Limitations 
This study has several limitations. Firstly, the average time taken to complete the 
participant surveys was not recorded. However, time was set aside to facilitate survey data 
collection such that group members and facilitators did not feel rushed. Secondly, 
observational data denoting the characteristics of Aboriginal-led groups were derived from 
one-off observations of just three Aboriginal-led SMART Recovery groups. Similarly, our 
small group participant sample size restricts study conclusions. Although our participants 
represented three regionally diverse Aboriginal communities across two Australian states, 
more research is needed with more Aboriginal-led groups and Aboriginal facilitators and 
group members of other communities to corroborate these findings. This line of research 
would be enhanced by employing community-based participatory research methods (Holkup 
et al., 2004; Tobias et al., 2013) and longer-term, ethnographic investigations (Chenhall, 
2002).  
The perspectives of Aboriginal people attending mainstream groups are also needed 
to contrast with these findings. Moreover, future research to investigate the cultural utility of 
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SMART Recovery Australia’s online support group service would be important especially 
with regards to the current global coronavirus pandemic and ensuing social isolation 
regulations. Thirdly, this study did not measure the groups’ effectiveness for reducing 
members’ substance use. Measures of group effectiveness are therefore needed to understand 
which aspects of Aboriginal-led groups are linked to improved health outcomes.  
Lastly, the SMART Recovery programme adherence checklist, while designed with 
SMART Recovery Australia head office and their research committee, has only been used in 
this study. Future work to validate this checklist would enable SMART Recovery to detect 
effective programme aspects and the circumstances under which they can be most reliable 
(Feely et al., 2017). Such an instrument could be used to both monitor the programme’s 
treatment fidelity and also to help ensure it is meeting the needs of diverse cultural groups.    
4.6 Implications 
This study has implications for the future planning and development of SMART 
Recovery to be more accessible and acceptable for Aboriginal Australians. The mainstream 
SMART Recovery programme could either be adjusted to suit local Aboriginal contexts or an 
Aboriginal-specific SMART Recovery programme could be developed. Either option would 
need to be guided by Aboriginal leadership from the outset and be co-designed with 
community members.  
To extend this study, we are engaging in a modified Delphi process (Chalmers et al., 
2014; Hart et al., 2009) to obtain guidance from Aboriginal experts on how SMART 
Recovery could be adapted to enhance cultural utility of this programme’s handbook for 
Aboriginal and Torres Strait Islander facilitators and group members. This study will 
demonstrate how Indigenous knowledges and expertise can be embedded into an existing 
mutual support group programme and could benefit Indigenous communities more globally. 
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4.7 Conclusions  
This study offers first insights into Aboriginal peoples’ experiences of SMART 
Recovery. Culturally informed modifications to the programme were identified that could 
enhance the cultural utility of SMART Recovery for Aboriginal Australians. Future research 
is needed to obtain diverse community perspectives and measure health outcomes associated 
with attendance in Aboriginal-led groups.  
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Table 4.5 
Suggested improvements from Aboriginal facilitators and group members for the SMART Recovery Programme 
Theme and Sub-themes Quotes 
1. Integrate Aboriginal Perspectives into the Facilitator Training    
Knowledge of socio-economic, cultural, and historical 
determinants underlying Aboriginal people’s experiences 










“We’re talking about layers, and layers of colonial trauma and pain…we’re talking 
about a difficult space where Aboriginal people are still not recognised 
equally…don’t have justice… don’t have inclusion…are we healing, are we 
recovering; what does that mean?...because recovery to our people it’s a multitude 
of things, and what’s underneath…there’s so much there underneath”. (female 
facilitator, 63 years) 
 
“I think more [training is needed] about the underlying issues. So why they have an 
addiction in the first place? What are they clouding by using alcohol and drugs?... 
Stolen Generation…loss of culture…trauma…all those things”. (female facilitator, 
47 years) 
 
“And then go back to like the guys that do the training, if they’re…more aware of 
how Indigenous people live and how, you know, it can be delivered better to adapt 
to be more adaptable to our people”. (male facilitator, 42 years) 
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Understanding of Aboriginal views of health and 
wellbeing 
“Non-Aboriginal people don’t have the same world view. They don’t see the world 
in the same way that we do [for example there’s our] intergenerational trauma, 
there’s reasons – I believe there’s reasons why I’m like this”. (female member, 44 
years) 
Need Aboriginal trainers to design and deliver training “I think they [need] an Aboriginal…to train us up so we can run it culturally 
appropriate for our mob [that] would be great!”. (male facilitator, 57 years) 
 
2. Create Aboriginal-specific Programme Materials 
Co-creation in consultation and collaboration with 
Aboriginal communities 
 
“You need to sit down with a group of Elders, and you get their input, you get their 
understanding of what they want for their community and for their mobs”. (male 
facilitator, 57 years) 
Use Aboriginal artwork and relatable narratives “[an Aboriginal workbook is needed] … definitely [with] visual material. So, if 
things have got pictures…and Aboriginal designs on it, it’s going to make them feel 
more comfortable just to start with.  It’s inviting”. (female facilitator, 54 years) 
Avoid clinical language and be written with sensitivity 
for a variety of literacy levels 
“I was concerned that some of the language wasn’t necessarily able to be 
understood by older members or older clients that might participate”. (male 
facilitator, 65 years) 
Contain activities that promote healthy cultural identities 
and foster stronger connections to community and culture 
“We want to do more, we should be able to do more, instead of just talking we 
should be able to [do cultural] activities…[and] it helps writing something down… 
try and make it easier”. (male member, 22 years) 
3. Community Engagement, Marketing and Networking 
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Establish a better presence and reputation in the 
community to increase Aboriginal attendance. This would 
be achieved by promoting itself via culturally inviting 




“For our Mob, they’re just not getting there…they don’t know enough about it.  It’s 
not advertised in their area”. (female facilitator, 63 years) 
“I think getting out [to the] smaller rural and remote areas is really important and 
continue going out.  Not just go out and do one workshop…and they need to put 
more on the website…when you go online, have a look at SMART Recovery’s 
Australia, there’s nothing really there for Aboriginal people”. (female facilitator, 
54 years) 
“[SMART Recovery’s could be made better for our community] with more 
promotion…because it’s not very well promoted…and that’s why we’ve only got a 
few people”. (female member, 40 years) 
4. Establish an Aboriginal SMART Recovery 
Programme  
 
Flexibility to allow for customisation and localisation by 
diverse community groups without jeopardising the 
model’s outcomes  
“The yarning…that’s a really important aspect of, if people look at redoing SMART 
Recovery, it really [needs to] have a yarning aspect…and I think in its current 
format it depends on the facilitator being enabled to adapt it and deliver it at a 
culturally appropriate manner, while still meeting the outcomes or the guidelines 
to how it’s supposed to be run”. (male facilitator, 65 years) 
Retain the “concept” of SMART Recovery’s (i.e., problem 
solving, goal setting, harm minimisation approach) 
“You still have the concept of SMART Recovery you’re getting to, you know, like 
their weekly goals and what they want to achieve, just in a less formal approach”. 
(male facilitator, 57 years, rural NSW) 
119  
Inclusion of Aboriginal health resources and tools  “There’s nothing cultural in [in the current workbooks]”. (female member, 37 
years) 
Delivered as a yarning circle; “Check in”, Recovery yarn, 
“checkout” 
“[an Aboriginal SMART Recovery would be] a yarning circle with a difference, you 
know what I mean?”. (male facilitator, 53 years) 
Avoid clinical language “I worry about some of the language…you know, even referring to things like 
specific, measurable, attainable.  You know, I just worry that it would [not be 
understood by everyone] …I [use the term from the Aboriginal stages of change 
version] not worried, [instead of the clinical term] abstinence”. (male facilitator, 
34 years) 
Provision of practical assistance (e.g., food, and transport)  “[food is important because] probably [a lot of them] don’t eat for days or weeks 
at a time.  So, if I put a feed on for them, bit of nutrition, bit of education, bit of 
unloading…drive the bus…[you’ll] get more people in”. (male facilitator, 53 years) 
Establish an Aboriginal facilitators support network “Have like an Aboriginal facilitator support group. That could be something, 






“IF I’M RECOVERED, THEN I’M NOT DOING 
THINGS THAT HURT ME AND I FEEL MORE 
WHOLE. RECOVERY, I THINK, MEANS MAKING 
MISTAKES, BUT HAVING THE INTENTION TO LIVE 
THE LIFE YOU WANT. YEAH”. 
FEMALE GROUP MEMBER 44 YEARS 
“TO STOP FEELING THE WAY I FEEL, STOP DOING 
THE THINGS I’M DOING”.  
FEMALE GROUP MEMBER 38 YEARS 
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Chapter 5: “Guardian of knowledge” (Study 3) 
A Delphi Yarn: Applying Indigenous Knowledges to Enhance the Cultural Utility of 
SMART Recovery Australia”. 
The previous chapter provided the first evidence of Indigenous Australians 
experiences, perceptions and use of the SMART Recovery programme. It concluded with a 
series of culturally informed programme modifications that could enhance the cultural utility 
of SMART Recovery.  This chapter presents the findings of an Indigenous-lensed Delphi 
study conducted with an expert panel of Indigenous health and wellbeing professionals. Over 
three Delphi rounds, eleven panellists provided expert opinion regarding: a) The cultural 
utility of an Indigenous SMART Recovery handbook; b) Key areas within the SMART 
Recovery programme that required cultural modification; and c) How the proposed 
modifications could be implemented in future programme design and delivery.  
This chapter is presented as it appears in the journal: Addiction Science and Clinical 
Practice, which was accepted for publication in December 2020 (see Appendix F for the 
published manuscript). To ensure consistent formatting across the thesis, minor formatting 
changes have been made to the headings, tables and Figure 1. References have been 
converted to APA format and consolidated into the thesis overall references list.  
The citation for this chapter is: Dale, E., Conigrave, K. M., Kelly, P. J., Ivers, R., 
Clapham, K., & Lee, K.S.K. (2021). A Delphi yarn: Applying Indigenous knowledges to 
enhance the cultural utility of SMART Recovery Australia. Addiction Science & Clinical 
Practice, 16(1), 1-15. https://doi.org/10.1186/s13722-020-00212-8
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Abstract 
Background: Mutual support groups are a popular treatment for substance use and other 
addictive behaviours. However, little is known about the cultural utility of these programmes 
for Indigenous peoples.  
Methods: A three-round Delphi study, utilising Indigenous research yarning methods was 
conducted to: 1) Obtain expert opinion regarding the cultural utility of an Indigenous 
SMART Recovery handbook; 2) Gain consensus on areas within the SMART Recovery 
programme that require cultural modification and; 3) Seek advice on how modifications 
could be implemented in future programme design and delivery. The panellists were 11 
culturally, geographically, and professionally diverse Indigenous Australian health and 
wellbeing experts. A group consensus level of 80% was set prior to each survey round.  
Results: There was 100% participant retention across all three Delphi rounds. The panel 
reached consensus on five key programme modifications (composition of a separate 
facilitator and group member handbook; culturally appropriate language, terminology, and 
literacy level; culturally meaningful programme activities; supplementary storytelling 
resources; and customisation for diverse community contexts). The panel also developed a 
series of practical implementation strategies to guide SMART Recovery through a 
modification process.  
Conclusion: The findings highlight the importance of involving Indigenous peoples in the 
design, delivery and validation of mainstream mutual support programmes. Indigenous-led 
programme modifications could help improve accessibility and usefulness of mutual support 
groups for Indigenous peoples worldwide. This study is an example of how Indigenous 
research methods can be used alongside the Delphi technique. This approach demonstrated a 
way that Indigenous peoples from culturally and geographically diverse locations can 
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participate in research anonymously, autonomously and without added burden on personal, 
community or professional obligations. 
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5.1 Introduction 
Mutual support group programmes are a popular treatment for problems arising from 
substance use and other behaviours of addiction (e.g., gambling) (Dawson et al., 2006; Hing 
et al., 2014). Such groups offer non-clinical, community-based meetings that harness 
experiential knowledge and mobilise member-to-member social, emotional, and 
informational support (Public Health England, 2015). Treatment offered by such programmes 
is free to attend and offered on an ongoing basis (Kelly et al., 2009). 
The most prevalent mutual support group programmes are the 12-step modalities 
(e.g., Alcoholics Anonymous (AA) Gamblers Anonymous (GA)) and SMART Recovery. 
Research shows that regular group attendance can help build personal insight (Binde, 2012), 
enhance problem-solving skills (Sanders, 2012) and promote long-term abstinence (Kelly et 
al., 2020). However, a recent systematic review by Dale and colleagues (2019) found that few 
studies have examined the ‘cultural utility’ of these popular programmes for Indigenous 
peoples (defined as perceived suitability and helpfulness) (Dale et al., 2019). 
Underpinned by western knowledge and empiricism, there are tenets of the 12-step 
programmes and SMART Recovery that appear counter-cultural for Aboriginal and Torres 
Strait Islander peoples (hereafter referred to as “Indigenous Australians”). For example, AA 
is built upon western religious ideologies (Kurtz, 2010) that differ from Indigenous 
Australians’ notions of spirit and spirituality (Dudgeon et al., 2014). SMART Recovery is 
centred on western psychological theories (i.e., cognitive behavioural therapy and 
motivational interviewing) (Beck et al., 2017; F.G. Castro et al., 2010; SMART Recovery, 
2021; Westerman, 2004) that have not undergone cultural validation to demonstrate their 
therapeutic benefits for Indigenous peoples (Bennett-Levy et al., 2014; Brady, 1995; Casey, 
2014; Gone, 2012).   
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A small group of studies show that Indigenous Australians and First Nations 
American and Canadian peoples have begun to informally embed their cultures in AA (Beals 
et al., 2006; Herman-Stahl & Chong, 2002; Kenny, 2016; Spicer, 2001) and SMART 
Recovery (Dale et al., 2020). This has included linguistic substitutions (Coyhis & Simonelli, 
2005), replacing western religious practices for traditional ceremonies (Coyhis & Simonelli, 
2008), and omitting programme components perceived as being inconsistent with an 
Indigenous worldview of health and wellness (Dale et al., 2020). Of these studies, just one 
(Dale et al., 2020) provided detailed examples of how SMART Recovery could be adjusted to 
better suit Indigenous Australians (based on Indigenous facilitators’ and group members’ 
feedback). One key recommendation was the need for culturally appropriate programme 
materials.  
In 2014, SMART Recovery Australia received a small, one-off non-government grant 
to modify their original programme handbook for Indigenous Australian facilitators and 
group members. The resulting handbook contains the same core programme tools and 
operational features as the mainstream resource but is supplemented with Indigenous 
Australian artwork and words (e.g., “yarndi” (cannabis)). The handbook was co-created with 
Indigenous Australian health professionals who, at the time, were completing SMART 
Recovery facilitator training (n=5; of which n=4, New South Wales; n=1, Victoria). 
However, since then, this Indigenous Australian handbook has not been formally integrated 
into the SMART Recovery programme (personal communication with SMART Recovery 
Australia). Neither has it been reviewed by a broader group of Indigenous Australians.   
Therefore, the aim of this study was to consult with Indigenous Australian health and 
wellbeing experts to: 1) Obtain expert opinion regarding the cultural utility of the SMART 
Recovery Aboriginal and Torres Strait Islander programme handbook; 2) Gain consensus on 
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areas within the programme that require cultural modification; and 3) Seek advice on how 
modifications could be implemented in future programme design and delivery.   
5.2 Methods 
5.2.1 An Indigenous-lensed Delphi Design 
The Delphi technique (Linstone & Turoff, 1975) was used to coordinate an iterative 
Indigenous research topic yarn (Bessarab & Ng'andu, 2010) with a culturally, geographically 
and professionally diverse panel of Indigenous Australian health and wellbeing experts. The 
Delphi technique uses a series of questionnaire rounds to solicit consensus opinions from a 
group of experts (Powell, 2002). Indigenous research topic yarning is a relational and 
culturally acceptable method for obtaining Indigenous peoples perspectives on a research 
topic (Walker et al., 2014). Yarning was used instead of traditional interviews to avoid a 
question-answer dialogue and to ensure participants’ cultural safety. 
The Delphi technique was chosen over other consensus methods (e.g. focus groups) 
because it enabled our panellists to participate despite differing geographical locations, time 
zones and professional, community or personal obligations (de Meyrick, 2003). The 
anonymity, autonomy and relational nature of the Delphi technique (Keeney et al., 2011) was 
also compatible with Indigenous research principles (relationality, reciprocity and respect) 
(Lin et al., 2016; Wilson, 2001, 2008). The combination of Indigenous and western research 
methods helps strengthen the cultural and scientific credibility of findings (Durie, 2004).   
The study design (Figure 1) adhered to the four fundamental Delphi requirements: 
anonymity, iteration, controlled feedback, and statistical analysis of group responses (von der 
Gracht, 2012). Research topic yarning (conducted 1:1 with each panellist and ED via phone) 
was incorporated into the design to establish respectful and reciprocal relationships between 
the researcher and panellists prior to initiating the Delphi process. Yarning was continued 
(via phone, text and email) in between survey rounds to promote maximum contribution of 
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the expert voice (Bessarab & Ng'andu, 2010). The decision to conduct three Delphi rounds 
was made in collaboration with panellists to determine a level of involvement that did not 
compromise cultural, community or professional obligations or the integrity of the Delphi 
technique. A similar approach to reduce participant burden was used in a New Zealand study 
involving both Maori and non-Maori panellists (Zawaly et al., 2019). Three Delphi rounds 
have been shown to be sufficient to achieve group consensus (Mullen, 2003). Collaborative 
yarning (Bessarab & Ng'andu, 2010) (yarning purposed to share and explore research ideas) 
was also conducted after each Delphi round to enable panellists to contribute to study write 
up.   
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Figure 5.1  
Study Design  
 
 
1 1:1 Yarning occurred individually between researcher and a panellist 
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5.2.3 Formation of the Panel 
In the absence of literature confirming an optimal Delphi panel size (Keeney et al., 
2006), we sought to recruit panellists with sufficient expertise (Powell, 2002) and within the 
recommended panel size of 8-12 experts (Akins et al., 2005; Keeney et al., 2011). 
5.2.4 Panel Selection Criteria 
Selection criteria for the panellists were: 1) aged 18+; 2) self-identify as being of 
Aboriginal and/or Torres Strait Islander descent; 3) a minimum of two years of work or 
academic experience in an Indigenous-specific drug and alcohol, mental health and/or related 
health and wellbeing field (not necessarily continuous); and 4) basic computer proficiency 
with reliable access to a computer and internet for the study duration. Panellists were not 
required to have prior experience with SMART Recovery or other mutual support group 
programmes. This was because impartiality can strengthen Delphi results (Powell, 2002). 
Efforts were made to recruit even numbers of women and men and Indigenous peoples from 
different community contexts.   
5.2.5 Panel Recruitment 
All panellists were recruited using purposive sampling. Panellists were invited to 
participate by a personalised email or phone call (ED). Four panellists had professional or 
academic connections with the research team (ED, KL, KCo, JC, RI, KCl and PK). Another 
six panellists were trained SMART Recovery facilitators who were known to the researchers 
via other studies. The remaining panellist was recruited via recommendation from another 
panellist. Anonymity was protected by de-identifying all data and corresponding with 
panellists individually.  
5.2.6 Ethics and Informed Consent 
Ethical approval was granted by the University of Wollongong (#2018/398), the 
Aboriginal Health Council of South Australia (#04-19-845), the Western Australian 
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Aboriginal Health Ethics Committee (#939) and the Aboriginal Health and Medical Research 
Council of New South Wales (#1447/18). All participants provided written and verbal 
consent through an informed process.  
5.3 Procedure 
5.3.1 Data Collection 
All data were collected between March and July 2020 (by ED). Qualitative and 
quantitative data were collected across each of the three sequential rounds. Round 1 involved 
1:1, telephone-based, research topic yarning (yarns). Rounds two and three used an electronic 
survey. A portion of panellists (n=5) provided additional qualitative information in between 
the Delphi rounds (e.g., justifications for responses and suggestions regarding research 
implications). These data were aggregated into the accumulating pool of data and analysed 
accordingly. An a priori consensus level of 80% was set prior to each survey round. 
Round 1: Individual Research Topic Yarns 
Individual research topic yarns were conducted (by ED with each panellists) to build 
rapport and to initiate the Delphi process. Because research topic yarning can either be 
unstructured or semi-structured (Bessarab & Ng'andu, 2010), all yarns involved an open 
dialogue to obtain panellists’ freely expressed views and opinions (Fredericks et al., 2011). 
Yarns also comprised of a series of pre-planned yarning questions to ensure that qualitative 
and quantitative information were systematically collected. Yarning questions were piloted 
(by ED) with an Aboriginal Elder prior to administrations. All yarns were transcribed using 
hand-recorded notes (ED). To ensure transcript accuracy, care was taken to record responses 
verbatim (McMillan et al., 2016) and verbal confirmation was sought from each panellist of 
the written accounts as the yarns progressed. Three panellists asked to see the yarning script 
prior to participating in a yarn. Each panellist provided written responses to the script (via 
email) in addition to participating in a 1:1 phone yarn. 
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Panellists were asked to prepare for their yarn by reviewing an electronic version of 
the SMART Recovery Aboriginal and Torres Strait Islander programme handbook (provided 
to them by ED). The structured yarning questions asked panellists to provide their biographic 
characteristics (e.g., age, gender, Indigeneity, educational background, professional 
experience, and level of familiarity with SMART Recovery). Panellists were then asked two 
quantitative questions: 1) How culturally appropriate is the handbook? and 2) How well do 
you think the handbook communicates the elements of the SMART Recovery programme for 
an Indigenous audience? Responses used a ranking scale (0-10).  
Yarning was then used to elicit panellists’ impressions of the handbook and to 
generate a list of modifications (i.e., adaptations, omissions, inclusions) they felt would 
enhance its cultural utility for Indigenous Australians. A series of prompts sought panellists’ 
views on culturally appropriate ways to use imagery, language, literacy and programme 
activities – in relation to programme content, design and delivery. These prompts were drawn 
from previous research that showed these are areas of mutual support group programmes 
most commonly modified by Indigenous peoples (Coyhis & Simonelli, 2005, 2008; Dale et 
al., 2020). 
Rounds 2 and 3: Electronic Surveys 
Each survey was pilot tested for accuracy, usability and timeliness prior to 
dissemination by members of the research team (n=3) and by Indigenous and non-Indigenous 
peoples not involved in the study (n=5).  
Both survey rounds were initiated by email to panellists (ED; individually and 
simultaneously). Each email contained a unique electronic survey link and a visual feedback 
report detailing the previous round’s group responses. Each survey was available for two 
weeks. Reminder emails were sent manually after seven days to non-responders.  
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Round 2  
The aim for Round 2 was to: 1) Achieve group consensus on the list of proposed 
programme modifications (derived from Round 1); and 2) Solicit suggestions for how each 
modification could be practically implemented. 
Panellists used a 5-point Likert scale to rate 15 proposed programme modifications. 
They were asked to indicate their level of agreement on each modification’s ability to 
enhance the cultural utility of the programme (strongly agree through to strongly disagree). 
Panellists were then given a free-text box to suggest how each modification could be 
practically implemented. These text boxes also allowed panellists to make other comments as 
needed.   
Round 3 
The aim of Round 3 was to obtain consensus on an accepted set of strategies to enable 
implementation of the suggested programme modifications. The panellists were presented 
with a table divided into five key programme modifications. They were asked to either 
“accept” or “reject” a series of implementation strategies assigned to each. A free-text box 
was provided for panellists to list reasons why an implementation strategy was rejected. 
Panellists were also asked to: re-rate two items that did not reach consensus (during Round 
2); order their preferences for four proposed handbook titles; and answer four closed 
questions about this Delphi experience. A free-text box asked for suggestions on how the 
Delphi technique could be improved for future Indigenous-focused research. 
5.3.2 Data analysis  
Round 1: Individual Yarns   
Yarning transcripts were prepared for analysis by de-identifying and converting each 
from handwritten notes into electronic files (Microsoft Word: qualitative data; Excel: 
quantitative). Qualitative data were analysed manually (ED) using thematic content analysis 
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(Elo & Kyngäs, 2008; Keeney et al., 2011; Powell, 2002). This involved an initial open-
coding phase of each transcript to identify themes, followed by a focused phase to collapse 
themes into major categories. All transcripts were checked for coding (KL) and discussed 
(ED, KL) to reach agreement. Quantitative data were analysed using descriptive statistics.    
Rounds 2 and 3: Electronic Surveys 




Panellists were 11 Indigenous Australian health and wellbeing experts representing 
six communities spanning rural, remote and urban contexts (Yuin, Gadigal and Bunjalung – 
New South Wales, NSW; Nyungar – Western Australia, WA; Nukunka and Kaurna – South 
Australia, SA). As shown in Table 5.1, there were six men and five women, with a mean age 
of just under 50 years (range: 33-65 years). Just over half of the panellists (n=6/11) were 
trained SMART Recovery facilitators, and of these, four were facilitating Indigenous-specific 
SMART Recovery groups. Of the remaining panellists, four had prior knowledge of SMART 
Recovery (and of AA) via their professional networks. One panellist had no knowledge or 
experience with any mutual support group programmes.  
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Table 5.1 
Panellists (n=11) Socio-Cultural Characteristics  
 
1 NSW: New South Wales  
2 WA: Western Australia 
3 SA: South Australia 
4 AOD: Alcohol and other
Age 54 42 33 50 54 65 53 57 34 34 51 
Gender  Female Female Female Female Female Male Male Male Male Male Male 
Indigeneity Aboriginal Aboriginal Aboriginal Aboriginal Aboriginal Aboriginal Aboriginal Aboriginal Aboriginal Aboriginal Aboriginal 























































































































































Education and Professional Expertise 
Panellists had a range of clinical and research expertise that collectively offered more 
than 190 years of Indigenous health-related work experience. The panellists were working in 
a variety of settings including a state-funded health service (n=3), university (n=3), non-
government welfare organisation (n=1), and an Aboriginal Community-Controlled health 
service (n=4). Educational qualifications ranged from diploma level (n=3) to Doctor of 
Philosophy (n=1 completed; n=2 candidates). 
Delphi Rounds  
Round 1 
There was 100% participant retention rate across all three Delphi rounds. The 
panellists scored the cultural appropriateness of the handbook as 4.3 out of 10 (SD=2.5). 
Their rating for how well the handbook communicated the elements of the SMART Recovery 
programme for an Indigenous Australian context was slightly higher at 5.5 out of 10 
(SD=2.9). Fifteen proposed modifications emerged following thematic analysis of the 
yarning transcripts (see Table 5.2). 
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Table 5.2 
Results from Round 2: Showing the Variation in Group Agreement for each of the 15 Proposed Programme Modifications (Consensus Level 
80%) 
1 Item was re-rated during round 2 and reached consensus (90%) 2 Item was re-rated during round 2 and reached consensus (90%) 
100% Group Agreement 
• The handbook should be divided into a separate facilitator guide and attendee workbook 
• The handbook(s) have the capacity to use artwork and images representative of different communities  
• The handbook(s) convey a progressive storyline of a person applying SMART Recovery meetings and program tools within their recovery 
journey 
• The handbook should include cultural symbolism (e.g. Aboriginal and Torres Strait Islander flags) 
• Include activities that incorporate family and community 
• Include activities that promote healthy cultural identities  
• Translate the core SMART Recovery tools and activities using Aboriginal validated and/or designed resources (e.g., The Stages of Change 
model developed from the NT Living with Alcohol program with artists from Titjikala community – Terry Simmons and Sophia Conway).  
90% Group Agreement  
• Use strengths-based wording 
• Use gender images respectfully (i.e., be considerate when presenting images of women within a men’s group) 
82% Group Agreement  
• Rewrite the handbook to accompany varying levels of literacy 
• Use language that is localised to different communities 
• The handbooks should be short 
(72%) Group Agreement Below Consensus Level 
• The handbook should have the capacity for each community to use locally relevant scenarios as examples of applying SMART tools and 
techniques1  
• Creating an audio version of the handbook(s) would be useful for some people/communities2 
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Round 2 
During Round 2, almost all of the proposed modifications achieved group consensus 
(n=13/15; ≥ 80%). Just over half of the modifications (n=8/15) achieved perfect consensus. 
Table 5.2 shows the different levels of agreement achieved for each of the 15 proposed 
modifications. Two modifications did not reach consensus (each scoring 72%). These were: 
“The handbook should have the capacity for each community to use locally relevant 
scenarios as examples of applying SMART tools and techniques” and “Creating an audio 
version of the handbook(s) would be useful for some people/communities”.  
All panellists used the free-text survey boxes provided to offer suggestions for how 
the proposed modifications could be practically implemented. Their responses generated an 
initial list of 80 implementation strategies that were reduced to 29 items by removing 
duplicates and during thematic content analysis (See Table 5.3). Themes were checked (by 
KL) and discussed (ED, KL) to reach consensus. Emerging themes were verified with 
panellists (n = 6) who utilised a 1:1 yarning opportunity (with ED) in between survey rounds.   
Between Rounds 2 and 3, the endorsed list of 13 modifications was refined by grouping 
similar concepts together. This created five core categories defining key aspects of the 
programme that the panel recommended be changed (see Table 5.3). The 29 implementation 
strategies were then arranged according to the modification they related to.   
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Table 5.3 
Data Analysis Approach Taken to Identify and Categorise the Panellists’ List of Agreed 
Implementation Strategies 
Step 1: Identification of implementation strategies (n=80) 
Data drawn from panellists’ qualitative responses during Round 2 Survey 
 
Step 4: Finalised list of major themes from thematic content analysis 
• Language, terminology, literacy 
• Strengths based and empowering  
• Composition and contents of handbook 
• Aboriginal input (Elders, community ambassadors) 
• Cultural diversity, regional diversity 
• Accessibility and engagement  
• Localisable, customisable, community specific 
• Artwork and Imagery  
• Storylines, testimonials, yarning knowledge sharing 
• Cultural protocols (men’s, women’s business, acknowledgement)  
• Aboriginal informational and psychoeducational resources 
• Cultural symbolism  
• Avoidance of stigma, racism, segregation, tokenism 
• Co-design, co implementation, co-evaluation 
• Activities promote culture and cultural identities  
• Holistic perspective of health  
• Social determinants of health and wellbeing 
• Diverse delivery methods: yarning, multimedia 
 
Step 2: Removal of duplicate suggestions (n=30) 
Step 3: Implementations strategies subjected to 
content thematic analysis 
(n=50)  
Validation of themes in 
collaboration with panellists (n=6) 
and peer checking  
(KL, ED) 
Step 5: Arrangement of themes as they relate to each of the five-core programme modifications1  
1. Composition of separate attendee handbook 
2. Handbooks use of language, terminology, literacy  
3. Handbooks use of programme activities 
4. Creation of supplementary story telling resources 
5. Strategy for localised customisation 




In this round, all but one of the 29 implementation strategies were accepted (n = 
28/29) (Table 5.3). The one strategy that was rejected (by n=4/11) was: to “Prepare 
handbook(s) as generic templates with no imagery and simple language”. This related to the 
key modification “strategy for localised customisation”. The panellists’ reasons for rejecting 
this strategy was the belief that being responsible for customising SMART Recovery 
programme materials would be a burden on local facilitators. Two alternative strategies were 
proposed by these four panellists: 1) To create a customised handbook during facilitator 
training and, 2) For SMART Recovery to [practically and financially] support facilitators to 
create a handbook on return to their communities after training is completed. The final set of 
accepted implementation strategies are presented in Table 5.4.  
The two items from Round 2 that did not reach group consensus were re-rated and 
both achieved a group consensus (91%). These were then amalgamated into a final set of 
endorsed programme modifications Panellists preferred the handbook titles: “Stay solid, stay 
grounded” and “Getting strong and living long” (equal first place); then “SMART Recovery 
for me and my community” and lastly; “The SMART way to give up”.  
Panellists were positive about their experience of being a Delphi study participant:  
 
“I think the Delphi style was user friendly, clear understanding of what was expected from 
the participant. Well set out”. 
“It has been a pleasure to be involved”. 
“Look forward to the end product”. 
“Thank you for giving me the opportunity to have my say”. 
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Almost all panellists (n=10/11) answered “yes” to: 1) having had enough opportunity 
to offer their expertise; 2) that their opinions were incorporated and; 3) that they could 
participate with minimal disruption to their daily work demands. Nine of the eleven panellists 
felt that a Delphi study was an appropriate method for obtaining Indigenous knowledges. 
Only one panellist offered a suggestion for how the Delphi method could be improved for 
future research with Indigenous peoples:  
 
“Go out to communities and speak with key Elders, get their input, listen to them and expand 




Final List of Programme Modifications and Implementation Strategies Achieved  
Implementation Strategies Accepted After Round 3 
Key Programme 
Modification 
Accepted Strategy Panellists’ Quotes 
1. Composition of a 
separate facilitator 
and group member 
handbook 
1. Is no more than 15 pages “Keep it simple, 10-15 pages max”. 
2. Has space for writing, drawing, and working through 
activities 
 
“If it’s a handbook for participants then make it about them. [it needs 
to be] long enough to convey [the programme] concepts, provide 
workspace and be short enough to not be overwhelming to use”. 
3. Use Indigenous designed and/or developed recovery 
resources 
“Aboriginal validated and designed resources should be used”. 
4. Have a minimal amount of written text (higher ratio of 
artwork and imagery) 
“I think it should be easy to read and follow without huge chunks of 
text”. 
5. Convey the core programme tools and techniques using 
artwork and imagery 
“The language is clinical and unfamiliar for many Aboriginal and 
Torres Strait Islander mob, especially those for who English is a 3rd 
language. Use pictures to convey ideas where possible and ensure it is 
written in the right voice and style. Add a glossary for those terms that 
cannot be substituted to explain meanings”. 
6. Contains testimonials of Indigenous people who have 
recovered attending SMART Recovery groups 
“[It would be helpful to] share testimonies of facilitators or an 
Aboriginal person who has [recovered by using] the programme and 
has moved forward to a point of no longer being an addict or have an 
addiction or if so has ways of managing it well with the right supports 




7. Reflects the voice of Aboriginal and Torres Strait 
Islander peoples 
“When we talk about terms like 'meetings' or 'program tools' it does not 
apply to our ontology, terms to need to define in our way of knowing, 
being and doing”. 
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terminology, and 
literacy level  
8. Is clearly written  “Any piece of writing that is simple and concise will be able to 
communicate it's intended message across easier”. 
9. Is strengths based “Strength based wording would hopefully give people a sense of 
empowerment”. 
10. Is empowering  “I would love to see the shame taken out of recovery and empower 
participants to own their story and their journey wherever they may be 
on it.”. 
11. Is engaging  
 
“The attendee workbook must be written in language that conveys the 





12. That can strengthen connections to community and 
country  
“Healing happens at the community level” 
13. That strengthen cultural identities  “[there needs to be] activities where attendees could be culturally 
immersed and promote their own cultural wellbeing”. 
14. That encourage positive social, family and community 
support networks 
“It is proven that Aboriginal people confront and tackle serious 
issues/problems collectively, the reason for this is so we can add 
identity, family kinship and culture to everything we do” 
15. Promote holistic concepts of health and wellbeing  “What we were doing was running fitness programmes for the clients as 






16. Co-created with a range of different community 
ambassadors 
“I would like to see the [new] handbook be co-created by consumers on 
how they view the world, which would inform the language that should 
be used. I find it interesting that we talk about consumer-centred care 
but when we develop intervention strategies it neglects the voice of the 
consumer who live their experience and that intervention strategies 
should be about facilitation of change not a forceful direction of 
change”. 
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17. Narratives reflect diverse culture and community 
groups  
“[this would make the handbook more meaningful for group members] 
because they know that the book has cultural values [and contains] an 
Aboriginal perspective not a western world mind set”. 
18. Map onto the handbooks in such a way that they 
reinforce learning of tools and techniques (e.g., a story 
would be created to exemplify how to use urge surfing) 
“[It would be more helpful if the handbook used] examples of local 
programs or people, or even a case study that uses local language and 
terms” 
19. Promote holistic concepts of health and wellbeing “This would help participants identify with the content.    I don't seem 
to see this in the current [handbook]”. 
20. Address the broader social and historical determinants 
of recovery, health, and wellness 
“because we are constantly being bombarded with negative views of our 
people”. 
21. Complemented by imagery depicting a range of 
different skin types, genders, and ages 
“I suggest a range of gender expression, ages and skin colour. 
Aboriginality isn’t about colour so we need to stay away from 
stereotypes full stop”. 
22. Depict a progressive journey of how people recover 
attending SMART Recovery groups  
“[the handbook needs] a storyline that conveys a progressive but 
cultural storyline. [this] cultural storyline would provide attendees the 






23. Provided facilitators with a master shell during or 
after SMART facilitator training 
“[this would allow] the facilitator to reword to suit the audience”. 
24. Each facilitator would be responsible for customising 
the handbook according to their groups context and needs 
“The facilitator should be able to reword to suit the audience”. 
25. Customisations would include use of local 
language/terminology (i.e., rugby vs football), local 
artwork, imagery, and symbolism and, a personalised 
acknowledgement of Country  
“If region specific resources are prepared, language will be easily 
localised. If language is not localised you risk excluding participants. It 
[may not always be a matter of] translating into each of the local 




26. Content is tailored to each community's primary 
substance(s) use and/or problematic behaviour(s) of 
concern 
“This issue is very difficult to achieve, it would be great to design a 
handbook that relates to each community however trying to 
accommodate everyone is nearly impossible but would be fantastic”. 
 27. Customisation includes acknowledgement of Country “[need to] localise the images and artwork, even the acknowledgment 
of country where the groups are run should be aligned’. 
Implementation Strategy Rejected After Round 3 Panellists Alternative suggestions 
Prepare handbooks as generic templates with no artwork or imagery and simple 
language 
1. Create a customised handbook during facilitator training 
2. SMART Recovery practical and financial support for facilitators to 
create a handbook on return to their communities after facilitator 
training 
Strategies That Were Added After Reaching Consensus in Round 3 Participant Quotes 
1. Creating an audio version of the handbook(s) would be useful for some 
people/communities 
“Having an audio version would be fantastic and especially if in 
different Aboriginal languages. people retain and learn information in 
different ways. Most people [Indigenous or not] need a variety of 
learning tools”. 
 
2. The handbook should have the capacity for each community to use locally 
relevant scenarios and symbolisms as examples of applying SMART tools and 
techniques 
“I think it's vital people from different communities can connect with the 
materials regardless of where they are from”. 
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5.5 Discussion  
To our knowledge this is the first study to combine an Indigenous research method 
with the Delphi technique to explore the cultural utility of mutual support group programmes. 
This study assembled a culturally, geographically, and professionally diverse panel of 11 
Indigenous Australian health and wellbeing experts. The panel was tasked with reviewing 
and commenting on the suitability and helpfulness (i.e., cultural utility) of an Indigenous 
Australian SMART Recovery programme handbook. Over three Delphi rounds the panel 
reached consensus on five key programme modifications and developed a set of strategies to 
help SMART Recovery integrate them into future programme planning and design. These 
findings offer promise for improving Indigenous Australians’ access to SMART Recovery 
(Gray, Stearne, et al., 2014; Gray, Wilson, et al., 2014) and is an important first step in 
determining cultural validity of this programme for Indigenous peoples, globally. They also 
contribute to creating a more equitable mainstream health care sector (Allan & Campbell, 
2011). 
Culture is a critical part of Indigenous people’s health and wellbeing (Brady, 1995; 
Dudgeon et al., 2017). As such it is vital that internationally available programmes like 
SMART Recovery consider their cultural utility as this will help to ensure they can meet the 
recovery needs of Indigenous peoples worldwide (Clifford & Shakeshaft, 2017; Freeman et 
al., 2014; Swan & Raphael, 1995). Prior to this study, just one other (Dale et al., 2020) had 
considered the role of culture within SMART Recovery. Consistent with Dale et al., (2020), 
the current study identified aspects within the model (contents, design and delivery) that, if 
modified, could improve the programme’s suitability and perceived helpfulness for 
Indigenous Australians. The need for similar adaptations to improve the cultural utility of 
Alcoholics Anonymous (AA) has been highlighted by First Nations peoples in the United 
States of America (Coyhis & Simonelli, 2008; Coyhis & White, 2002; Spicer, 2001) 
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Common among the endorsed programme modifications were strategies designed to reduce 
access and engagement barriers. For example, more than a third of implementations strategies 
(n=11/29) related to reducing cross-cultural language and literacy barriers (Allan & 
Campbell, 2011; Gray, Stearne, et al., 2014). Another seven strategies were focused on how 
artwork, symbolism, and imagery could make the programme more appealing to a diverse 
group of Indigenous Australians (Calsyn et al., 2012; Kreuter et al., 2003; Lee et al., 2013; 
Teasdale et al., 2008).   
The panel recommended that the group member handbook be supplemented with 
storytelling resources and testimonials from recovered Indigenous group members. 
Storytelling, is a traditional form of therapy used by Indigenous peoples around the world to 
promote health and healing (Kovach, 2019). Research supports healing narratives (re-
storying) as an effective and culturally validated form of treatment for Indigenous (Bacon, 
2007; Ruttan et al., 2008) and non-Indigenous peoples in recovery from problematic 
substance use and behavioural addictions (Graham, 2014; Singer et al., 2013). In light of this, 
SMART Recovery could consider including narrative therapy alongside their current 
therapeutic approach (of cognitive behaviour therapy and motivational interviewing) (Beck et 
al., 2017). 
One aspect of the modification process that SMART Recovery may find challenging 
would be accommodating localised programme customisations (F.G. Castro et al., 2010; 
Sanders et al., 2008; Westerman, 2004). Australia’s Aboriginal and Torres Strait Islander 
population includes over 250 distinct language and cultural groups (Australian Institute of 
Aboriginal and Torres Strait Islander Studies, 2020). Each community has diverse needs and 
aspirations (Gee et al., 2014) and is impacted on uniquely by historical, political and socio-
economic determinants of health and wellbeing (Australian Institute of Health and Welfare, 
2014). As such, the panellists were firm in their recommendation that any future amendments 
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be co-designed, collaboratively implemented and continually co-evaluated via partnerships 
with representatives from diverse community groups.  
All panellists felt that the Delphi technique was a culturally appropriate method to 
undertake Indigenous-focused research. The Delphi technique has been used in previous 
studies with Indigenous health and wellbeing professionals from Australia, New Zealand, 
American and Canada to identify health priorities (Shoemaker et al., 2020; Stoner et al., 
2017) and develop culturally appropriate treatment guideline and rating scales (Armstrong et 
al., 2017; Bond et al., 2017; Chalmers et al., 2014; Hart et al., 2010; Hart et al., 2009; Zawaly 
et al., 2019) . As methodological adaptations to the Delphi technique are permissible we 
synthesised Indigenous research methods (collaborative and research topic yarning) 
(Bessarab & Ng'andu, 2010) alongside the Delphi technique (Neale et al., 2014). This was 
done to maximise contribution of the Indigenous voice and adhere to the principles of 
Indigenous research: respect, relationship and reciprocity (National Health Medical Research 
Council, 2018; Wilson, 2001, 2008). This approach is vital to ensure the cultural safety of 
Indigenous peoples participating in research (Kawakami et al., 2008). It is also an effective 
way that Indigenous knowledges can be translated into health promoting policies and 
practices (Zavala, 2013). 
5.6 Limitations 
This study is limited by a small sample size of experts primarily located in New South 
Wales (n=6/11). Indigenous voices from regions of Tasmania, Victoria, Northern Territory, 
Queensland, and the Torres Strait Islands are missing. Likewise, the voices of Indigenous 
health professionals experienced in non-substance related addictions are would further 
strengthen the findings. Social desirability bias may have affected some panellists (n=4) who 
were known to the research team. However, actions taken to mitigate this included 
maintaining anonymity between panellists (Keeney et al., 2011), explicit reminders made in 
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each round of data collection that there were no right or wrong answers (Ananthram, 2016), 
and by ED positioning herself as a guardian (Raven, 2010) of the Indigenous knowledge 
holders and knowledges represented within this study.  
5.7 Implications  
This study contributes to a small but growing body of research showing the need to 
modify mainstream mutual support groups to be more suitable and helpful for Indigenous 
Australians. By consulting with Indigenous Australian health and wellbeing professionals, 
this study makes explicit the areas within the SMART Recovery programme that require 
cultural modification. A developed set of implementation strategies are offered to help 
SMART Recovery prioritise areas for change. 
Future research is needed to expand our understanding of how the SMART Recovery 
programme could be most relevant and helpful for Indigenous peoples worldwide. This 
would require drawing on the knowledges of Indigenous health and wellbeing professionals 
and Indigenous SMART Recovery facilitators and groups members from more diverse 
Indigenous communities. It would be important to include Indigenous peoples internationally 
who have not yet had the chance to provide their perspective of the SMART Recovery 
programme.  
Future research is also needed to determine the cultural utility of other popular mutual 
support groups programmes (e.g., AA and GA). Once cultural utility has been determined it 
will be important to culturally validate these programmes to ensure the needs and preferences 
of all Indigenous peoples (Australian and worldwide) are being supported. The cross-cultural 
methodology used within this study could assist such work.  
This Indigenous-lensed Delphi study appeared to be a culturally appropriate and 
practical method for conducting Indigenous-focused research. Future studies could consider 
the role of video conferencing (1:1) which has particular relevance given difficulties 
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engaging in face-to-face data collection due to COVID-19. Video (i.e. face-to-face) rather 
than phone conferencing, is also more aligned to Indigenous ways of communicating (Walker 
et al., 2014), and could help establish trust and rapport between participant and researcher 
(Hamilton et al., 2020). 
5.8 Conclusions 
This study helps fill important empirical gaps in how to improve the cultural utility of 
mainstream mutual support groups for Indigenous peoples. The study findings highlight the 
importance of involving Indigenous peoples in the design, delivery and validation of 
mainstream mutual support programmes. Programmes that lack Indigenous input can 
perpetuate biases within mainstream health care approaches and impede Indigenous peoples’ 
access to equitable and appropriate care. 
By embedding Indigenous research methods (yarning) with the Delphi technique, this 
study offers a culturally appropriate, efficient, and collaborative way that Indigenous cultural 
knowledges can be integrated into health care policy and practice. It is possible that this 
approach could help give voice to Indigenous peoples more globally. This study design may 
also help other mainstream mutual support groups programmes (like AA) evaluate and 
enhance their cultural utility and validity for Indigenous peoples in similarly colonised 




“TO ME, RECOVERY IS KNOWING THAT YOU F*** UP.  SO, IT’S LIKE IT’S 
NOT ABOUT SAYING, OH I’M RECOVERED, I’M CURED OR WHATEVER. 
IT’S ABOUT KNOWING WHERE YOU’VE STUFFED UP AND BEING ABLE TO 
MAKE A DIFFERENCE.  SO, YOU MIGHT TAKE TEN STEPS FORWARD AND A 
HUNDRED STEPS BACK, BUT IF YOU KNOW THAT YOU TOOK THOSE STEPS 
BACK, YOU’RE STILL RECOVERING.  LIKE, THAT’S HOW I’VE, YEAH.  I 
USED TO PICTURE THE WHITE PICKET FENCE, YOU KNOW, LIKE THAT 
SORT OF FAMILY, WHITE PICKET FENCE.  I GAVE UP ON THAT LIKE AND 
REALISED THAT IT’S MORE ABOUT KNOWING WHEN YOU’VE F*** UP 
AND FIXING IT, THAN BEING SOME SAINT OR SOMETHING, IF THAT 
MAKES SENSE?”.  
FEMALE GROUP MEMBER 22 YEARS 
  
151  
Chapter 6. General Discussion 
This thesis brings together a collection of studies that are the first worldwide, to my 
knowledge, to explore the cultural utility of mainstream addiction recovery mutual support 
group programmes for Indigenous peoples. Guided by an eclectic research paradigm and 
(Chapter 2), and in collaboration with SMART Recovery Australia and Indigenous 
knowledge holders (study participants) from six culturally and geographically diverse 
Aboriginal communities4, this thesis offers first evidence on: a) The number, nature, and 
scope of internationally available evidence on mutual support groups for Indigenous peoples; 
b) How Aboriginal Australian facilitators, group members and health and wellbeing experts 
experience and use SMART Recovery; and c) How SMART Recovery could be modified to 
enhance its suitability and helpfulness for Aboriginal Australians.   
This chapter provides a summary of the thesis findings. Subsequent sections discuss the 
implications of thesis findings and recommendations for future research.  
6.1 The Need for an Indigenous Mutual Support Group Narrative  
The systematic review presented in Chapter 3 is the first ever to explore the number, 
nature and scope of available evidence on addiction recovery mutual support groups for 
Indigenous peoples of Australia, New Zealand, Canada, the United States of America and 
Hawaii. Despite there being almost three decades of published mutual support group 
literature (Alcoholics Anonymous, 2017a; Beck et al., 2017; Kelly et al., 2020), a PRISMA-
informed search of peer and grey literature identified just four Indigenous focused articles 
published between 2001-2006 (Beals et al., 2006; Herman-Stahl & Chong, 2002; Kenny, 
2016; Spicer, 2001). All studies were conducted in the USA and all findings related to use of 
the 12-step programme (AA) by Native American Indian peoples (total n=1600). Participants 
 
4 Yuin, Gadigal and Bunjalung (New South Wales), Nyungar (Western Australia), and Nukunka and Kaurna 
(South Australia). 
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were representative of a small sub-group of communities (Northern Plains and Southwest 
tribes, Arizona and Minneapolis). No studies presented data describing Indigenous people’s 
experiences of AA groups or on outcomes associated with attending a group.  
Considering the high global prevalence and popularity of mutual support groups, Chapter 
3 confirmed the urgent need to expand the empirical base with research from an Indigenous 
perspective.  
6.2 Aboriginal Facilitator and Group Member Experiences of SMART Recovery Australia 
Chapter 4 presented the first insights into how Aboriginal SMART Recovery facilitators 
and group members experience and use SMART Recovery in Australia. Findings from a 
multi-method study with an Indigenous lens showed that Aboriginal facilitators and group 
members liked the “concept” of SMART Recovery, but they felt that the programme and its 
delivery format needed “tweaking”.  
By “concept”, all Aboriginal facilitators and group members said what they liked best 
about SMART Recovery was the opportunity to gather for a “recovery yarn”. Yarning, for 
Aboriginal Australians, is a relational, reciprocal and respectful dialogic (Bessarab & 
Ng'andu, 2010). It is a traditional form of storytelling and information sharing that can take 
on a variety of forms depending on the needs and circumstances of the exchange (e.g., social 
yarning; clinical yarning) (Lin et al., 2016; Walker et al., 2014). Group members described 
recovery yarning as a “safe way” they could “open up” without fear of “shame” or 
“judgement”. Such group experiences are essential for leveraging the therapeutic mechanisms 
of a mutual support group (Gitterman, 2006; Moos, 2008). Feelings of shame and judgement 
can compound the experience of addiction for Aboriginal peoples as they are a stigmatised 
population (Goodman et al., 2017). Group members also liked that SMART Recovery taught 
them practical recovery skills and does not use labels like “alcoholic” (as used in the 12-step 
programme; AA) (Tkach, 2018). 
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Results from qualitative interviews and groups observations (Chapter 4) revealed that 
Aboriginal SMART Recovery facilitators had “tweaked” the way they ran their SMART 
Recovery groups. Tweaks involved omitting most aspects from the programme’s 
standardised meeting protocol and only using two (of the seven available) core programme 
tools: “problem solving” and “goal setting”. Motivating the tweaks were the facilitators’ 
impressions that SMART Recovery was “too clinical”. They wanted the programme to be 
more aligned with Aboriginal ways of knowing, being and thriving (Dudgeon et al., 2017). 
Facilitators also felt that the way they were trained to deliver groups was “too formal” 
and “strict”. Their preference instead was to deliver groups using traditional yarning circle 
protocols (Carlson & Frazer, 2018; Fleming et al., 2020). Aboriginal yarning circles are 
circular spaces used for information sharing and reflection (Mills et al., 2013; Walker et al., 
2014). Findings from the SMART Recovery programme adherence rating scale (Table 4.4) 
showed similarities between Aboriginal yarning circle protocols and four items within the 
SMART Recovery meeting agenda. This finding suggests that: “check in”, “group idea 
generation”, “shared experiences” and “check out”, are aspects of the SMART Recovery 
programme that hold cultural value.   
All facilitators and group members offered suggestions for how SMART Recovery could 
enhance its cultural utility. Their combined suggestions are presented in Table 4.5. 
Suggestions included: culturally appealing marketing materials; the introduction of an 
Aboriginal-specific facilitator training curriculum and Aboriginal trainers; and adjusting the 
level and type of language used to convey the programme’s core tools (i.e., less clinical 
language and more visual aids). 
Chapter 4 also described the delivery of SMART Recovery in six Aboriginal community 
controlled primary health organisations. Groups were offered as part of their holistic 
approach to Indigenous health and wellness (Harfield et al., 2018). As such, all Aboriginal 
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group members were able to access additional recovery support services, concurrent to their 
group attendance (e.g., counselling, family support worker assistance, medical care). For 
people with illicit substance use disorders, participation in mutual support groups alongside 
other professional treatments has been shown to be the most effective approach to recovery 
(Lookatch et al., 2019; Petry et al., 2006; Weiss et al., 2005). Attending mutual support 
groups after successful completion of formal treatments has also been shown to help prevent 
relapse (Moos & Moos, 2006; White et al., 2020).  
6.3 Enhancing the Suitability and Helpfulness SMART Recovery for Aboriginal 
Australians 
Findings from Chapter 5 confirmed the need to “tweak” SMART Recovery to 
enhance its cultural utility for Aboriginal Australians. Following three rounds of an 
Indigenous-lensed Delphi study, a panel of Aboriginal health and wellbeing experts agreed to 
five key programme modifications (Table 5.4). These included: creating a separate 
Aboriginal facilitator and group member handbook; using more culturally appropriate 
language and terminology; integrating culturally meaningful programme activities; and to 
supplement the programme with Aboriginal-specific psycho-educational materials with 
storytelling resources. 
The panellists’ final recommendation was that SMART Recovery programme 
materials be customisable to reflect diverse socio-cultural contexts and accommodate the 
unique needs and aspirations of different Aboriginal communities. Aboriginal Australia is 
culturally, spiritually and linguistically diverse (Doyle, 2020). Comprised of more than 400 
unique nations, each community has their own languages, customs and traditions, which are 
important determinants of their health and wellbeing (Kingsley et al., 2018). The panellists 
suggested that a customisable “master shell” of the programmes’ handbooks could be used to 
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help overcome the likely challenges of modifying a universal programme to suit multiple 
community contexts.   
6.4 Implications  
The next section presents implications of thesis findings for SMART Recovery, the 
broader mutual support group field, and for further research.  
6.4.1 Implications for SMART Recovery 
This thesis details the first study to explore the cultural suitability and helpfulness of 
SMART Recovery for Aboriginal Australians. It offers SMART Recovery with the unique 
finding that modifications are needed to enhance the cultural utility of their programme for 
Aboriginal Australians. Additionally, the tangible research outcomes presented in Chapters 4 
and 5 offer clear and concise ways SMART Recovery could begin to mobilize such a 
modification process (Ungar et al., 2015). 
To better support Aboriginal peoples in recovery from addiction, the following 
modifications would be needed: culturally meaningful networking and marketing strategies; 
Aboriginal involvement and knowledges integrated into facilitator training processes; 
culturally appropriate language and programme materials; separate handbooks for Aboriginal 
facilitators and group members; culture-based programme activities; Aboriginal-specific 
psycho-educational materials with storytelling resources incorporated into the programme; 
and group discussions framed as “recovery yarns”, facilitated via yarning circle protocols. 
The implementation strategy co-created with Aboriginal health and wellbeing experts 
(Chapter 5) could help SMART Recovery to achieve the suggested modifications.  
To ensure programme modifications are meaningfully and sustainably integrated, 
Aboriginal knowledges and understandings of addiction recovery (Dudgeon et al., 2017; Gee 
et al., 2014) would need to be incorporated into SMART Recovery’s existing western 
evidence-informed approach to recovery. Grounded by the precepts of cognitive behavioural 
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therapy and motivational interviewing, SMART Recovery approaches addiction as a 
maladaptive behaviour that is resolvable via self-empowered behaviour change (Horvath & 
Velten, 2000). In contrast, Aboriginal people see addiction recovery as involving not only the 
resolution of problematic behaviours but also healing across seven intra- and interpersonal 
domains (Casey, 2014) (i.e., sprit, spirituality and ancestors; culture; country; community; 
family and kinship; body; mind and emotions). Given the scale of foreseeable modifications 
needed to enhance the cultural utility of SMART Recovery, an Aboriginal-specific SMART 
Recovery programme (as discussed in Chapter 4; Table 4.5) might be a pragmatic option. 
Such a programme would require co-design and co-implementation in close collaboration 
with SMART Recovery and Aboriginal representatives from a diverse range of communities 
(Durey et al., 2016; Sherwood & Edwards, 2006). As discussed in Chapter 4, such an 
approach would not only be important for determining the cultural validity of mutual support 
group programmes but also ensuring Aboriginal peoples have access to and can engagement 
with mutual support.  
If SMART Recovery was to undergo the suggested cultural modifications instead, the 
potential compromise to its efficacy and fidelity would need to be considered. Too many 
adaptations to an evidence-based programme can jeopardise its treatment effectiveness 
(Patterson et al., 2020). The range of structural and content changes such as those proposed in 
this thesis (Tables 4.5 and 5.4) could affect implementation fidelity (Blakely et al., 2002). 
Implementation fidelity refers to “the degree to which an intervention is delivered as 
intended” (Breitenstein et al., 2010). High implementation fidelity is essential for maximum 
therapeutic outcomes of an intervention (F.G. Castro et al., 2010). While diminished 
implementation fidelity can threaten a programme’s sustainability (Castro et al., 2004; 
Cummins et al., 2003). Given that there is little preceding information about how 
interventions such as SMART Recovery can be delivered to Indigenous peoples, the routine 
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use of a tailored programme adherence rating checklist, such as the one used in Chapter 4 
(Appendix A), could help identify which components of SMART Recovery are culturally 
compatible and most conducive to recovery. (Blakely et al., 2002; Breitenstein et al., 2010).  
6.4.2 Implications for Other Mutual Support Groups More Broadly  
This thesis provides some evidence to suggest that globally prevalent mutual support 
groups models like the 12-step programmes (AA, GA, NA) may need to assess and reflect on 
their relevancy and acceptability for Indigenous contexts. As shown in Chapter 3, a dearth of 
Indigenous-focused mutual support group evidence has meant that Indigenous people’s 
unique cultural needs and service user preferences have not been fully considered in the 
design and delivery of such programmes.  
Based on the perspectives of Aboriginal Australians accessing SMART Recovery, 
thesis findings show that Aboriginal people want and need, at the very minimum, culturally 
appropriate programme materials (Chapter 5) and group processes that align with cultural, 
relational protocols (Chapter 4). The results from Chapter 5 also suggest that globally 
prevalent mutual support groups like the 12-stepprogrammes might require socio-cultural 
modifications to ensure relevancy for multiple, diverse Indigenous community contexts (e.g., 
New Zealand, Canada, the United States of America, Hawaii). Chapters 4 and 5 demonstrate 
culturally appropriate and efficient ways that Indigenous peoples could be involved in 
evaluating the cultural utility and co-creation of more suitable mutual support group 
programmes. The presented lists of ways to enhance the cultural utility of SMART Recovery 
(Tables 4.5; 5.4) provide an immediately useful resource to help guide initial efforts for other 
mutual support programmes. 
6.4.3 Implications for Further Research 
To build on the work presented in this thesis, a number of steps could be taken. A 
broader range of cultural contexts and individual perspectives need to be spoken for. This 
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would require research involving larger numbers of Indigenous participants, more 
Aboriginal-led SMART Recovery groups and Indigenous peoples from geographically 
diverse regions not included in this thesis (i.e., Tasmania, Victoria, Northern Territory, 
Queensland, Australian Capital Territory and the Torres Strait Islands). Any future research 
project also requires input from community Elders to ensure that the planned research 
objectives align with community needs and aspirations. The use of community-based 
participatory research methods (Holkup et al., 2004; Tobias et al., 2013) governed by 
Indigenous research principles (Ryder et al., 2019; Wilson, 2001, 2008) will help future 
research efforts stay focused on representing Indigenous voices and ensuring study findings 
can serve Indigenous people’s priorities and interests (National Health Medical Research 
Council, 2018). Future projects might also benefit from employing longitudinal and/or 
ethnographic (Chenhall, 2002; Chenhall, 2007) approaches to obtain observational data. 
Further, corroborating evaluations of SMART Recovery’s cultural utility with insights and 
experiences obtained from Aboriginal peoples attending mainstream SMART Recovery 
groups (i.e., non-Aboriginal-led SMART Recovery groups) would also be of value. 
It would be important to conduct similar research with and for the Indigenous peoples 
of New Zealand, Canada, the United States of America, and Hawaii – whose perspectives are 
not documented in the peer-reviewed mutual support group literature. Evaluations of cultural 
utility are also needed for other mainstream mutual support group programmes (i.e., 12-step ) 
and for Indigenous people experiencing non-substance addictions (i.e., gambling, eating, 
shopping).  
Another step would be to use collaborative research approaches (D’Antoine et al.; 
Ritchie et al., 2013) to involve Indigenous peoples in the modification of SMART Recovery. 
The Indigenous-lensed Delphi methodology (Chapter 5) demonstrated the potential and value 
of harnessing Indigenous expertise in its study design. Research efforts would then be needed 
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to co-pilot, co-evaluate, and to assess the programme’s feasibility. A final research step 
would involve assessing the effectiveness of a culturally modified SMART Recovery 
programme. Randomized controlled trials are considered ‘gold standard’ to evaluate 
effectiveness of a health intervention (O’Reilly & Vingilis, 2018). However, due to the 
voluntary nature of mutual support group attendance, random allocation is not always 
practical or ethical (Theurer et al., 2014). An alternative could be to use a cluster randomised 
control trial design (Harrison et al., 2019) involving groups, for example, being delivered 
within Aboriginal Community Controlled Health Organisations. This approach has been used 
previously (Conigrave et al., 2021) to test a model of support to increase screening and 
treatment for risky drinking in 22 Aboriginal Community Controlled Health Organizations 
across Australia. Future studies could also control for concurrent treatments being accessed 
by group members, when determining effectiveness of mutual support group attendance.  
6.6 Limitations  
A number of limitations need declaring. This thesis contains studies with small sample 
sizes and involved Indigenous peoples from just three states in Australia (New South Wales, 
South Australia and Western Australia). The experience of mutual support groups for 
individuals living with substance-based addictions were a primary focus, at the exclusion of 
behavioural-based addictions such as gambling and eating. Moreover, this thesis did not 
measure any recovery outcomes associated with mutual support group attendance. 
Observational data (Chapter 4) are limited by conducting just three, one-off observations 
of Aboriginal-led SMART Recovery groups (n=2/3 from South Australia). Additionally, the 
SMART Recovery Programme Adherence Checklist (Chapter 4) used during group 
observations has not been formally validated. The checklist was, however, co-created in 
consultation with SMART Recovery Australia (Sydney, New South Wales); endorsed by the 
SMART Recovery International Research and Advisory Committee; and content validity was 
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pilot tested by three raters who each observed the same non-Aboriginal-led SMART 
Recovery group (inter-rater reliability score of 100%). 
It is possible that social desirability may have affected the findings in Chapter 5 (Delphi 
study). Five of the panellists were known to the research team (from their involvement in 
Chapter 4). Another 3 panellists were known to the research team via professional 
involvement. Actions taken to mitigate potential bias included maintaining anonymity 
between panellists (Keeney et al., 2011), explicitly reminding all panellists prior to and 
throughout the research process that there were no right or wrong answers (Ananthram, 2016) 
and the regular practice by the thesis author of Dadirri (Ungunmerr, 2017) (Appendix B: 
Chapter 2) to ensure objectivity and alertness for not introducing interviewer bias (Pannucci 
& Wilkins, 2010). In addition, the thesis author assumed the position of “guardian” of 
Indigenous knowledges which meant adhering to the belief that Indigenous knowledge and 
knowledge holders are to be protected, and the research findings must benefit those who hold 
the knowledge (Raven, 2010). 
6.7 Conclusion 
This thesis is the first, worldwide, to explore the cultural utility of mainstream 
addiction recovery mutual support group programmes for Indigenous peoples in similarly 
colonised countries (Australia, New Zealand, Canada, United States of America, Hawaii). As 
such, it has made an important first step towards articulating a new Indigenous narrative 
within the existing western-dominated mutual support group literature. The innovative use of 
Indigenous research methods synthesised with western research methodologies has enabled 
new understandings of the suitability and helpfulness of SMART Recovery to be co-created 
with and for Aboriginal Australian peoples. Results suggest that a culturally modified 
SMART Recovery programme would enhance its suitability and helpfulness as an addiction 
recovery resource for Aboriginal Australian communities. More collaborative research 
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studies are needed to continue building an evidence base showing Indigenous people’s unique 
needs and preferences when accessing mainstream mutual support groups. Future research is 
needed to assess the impact on engagement, retention and outcomes of mutual support group 
attendance for Indigenous peoples and understand how groups can best support Indigenous 
peoples in recovery from behavioural addictions (such as gambling). It would be important 
that any modifications to existing programmes be co-designed and co-implement with 
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Program Adherence Checklist 
Welcome and Introduction Contains: 
1. A welcome statement                                            Yes No 
  
2. An acknowledgment to country  Yes No 
4. An overview of SMART Programme Yes No 
5. Establishment of group rule and guidelines   Yes No 
6. Instructions to focus on the ‘here and now’ Yes No 
7. Facilitator explains how the meeting will progress Yes No 
Check In 
1. Each member is invited to check in Yes No 
3. Participants are encouraged to identify a specific 
issue/concern that a 7-day plan could address  
Yes No 
4. Total check in is brief (does not exceed 15mins) and 
focused/on task  
Yes No 
Work time (for each participant) 
1. Each participant has the chance to discuss the 
issue/problem identified in check in 
Yes No 
2. The group discussion is used to generate ideas and/or 
strategies that address the issue or concern (encourages 
problem solving) 
Yes No 
3. Group members share experiences and provide ideas 
(not advice) 
Yes No 
4.  The discussion involves participants establishing a 7-day 
plan 
 Yes No 
5.  Core programme tools are used Yes No 
Check Out and Close 
1.  Each participant is encouraged to check out Yes No 
2.  Participants are asked to summarise what they have 
learnt from the group  
Yes No 
3.  Each participant is asked to state their 7-day 
management plan 
Yes No 
4.  Facilitator closes group (and may thank the participants 
for their work, provides information about next week’s 
meeting and offers to sign forms) 
Yes No 
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Appendix B: Dadirri 
Dadirri 
Inner Deep Listening and Quiet Still 
Awareness 
A reflection by Miriam-Rose Ungunmerr 
 
 
The word, concept and spiritual practice that is dadirri (da-did-ee) is from 
the Ngan'gikurunggurr and Ngen'giwumirri languages of the Aboriginal 
peoples of the Daly River region (Northern Territory, Australia). 
Permission to use dadirri can be sought from Miriam-Rose Ungunmerr. 
 
 
NGANGIKURUNGKURR means 'Deep Water Sounds'. Ngangikurungkurr is the name of my 
tribe. The word can be broken up into three parts: Ngangi means word or sound, Kuri means 
water, and kurr means deep. So the name of my people means 'the Deep Water Sounds' or 
'Sounds of the Deep'. 
This reflection is about tapping into that deep spring that is within us. 
Many Australians understand that Aboriginal people have a special respect for Nature. The 
identity we have with the land is sacred and unique. Many people are beginning to understand 
this more. Also there are many Australians who appreciate that Aboriginal people have a very 
strong sense of community. All persons matter. All of us belong. And there are many more 
Australians now, who understand that we are a people who celebrate together. 
What I want to talk about is another special quality of my people. I believe it is the most 
important. It is our most unique gift. It is perhaps the greatest gift we can give to our fellow 
Australians. In our language this quality is called dadirri. It is inner, deep listening and quiet, 
still awareness. 
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Dadirri recognises the deep spring that is inside us. We call on it and it calls to us. This is the 
gift that Australia is thirsting for. It is something like what you call "contemplation". 
When I experience dadirri, I am made whole again. I can sit on the riverbank or walk through 
the trees; even if someone close to me has passed away, I can find my peace in this silent 
awareness. There is no need of words. A big part of dadirri is listening.  
Through the years, we have listened to our stories. They are told and sung, over and over, as the 
seasons go by. Today we still gather around the campfires and together we hear the sacred 
stories. 
As we grow older, we ourselves become the storytellers. We pass on to the young ones all they 
must know. The stories and songs sink quietly into our minds and we hold them deep inside. In 
the ceremonies we celebrate the awareness of our lives as sacred. 
The contemplative way of dadirri spreads over our whole life. It renews us and brings us peace. 
It makes us feel whole again… 
In our Aboriginal way, we learnt to listen from our earliest days. We could not live good and 
useful lives unless we listened. This was the normal way for us to learn - not by asking 
questions. We learnt by watching and listening, waiting and then acting. Our people have 
passed on this way of listening for over 40,000 years… 
There is no need to reflect too much and to do a lot of thinking. It is just being aware. 
My people are not threatened by silence. They are completely at home in it. They have lived for 
thousands of years with Nature's quietness. My people today, recognise and experience in this 
quietness, the great Life-Giving Spirit, the Father of us all. It is easy for me to experience God's 
presence. When I am out hunting, when I am in the bush, among the trees, on a hill or by a 
billabong; these are the times when I can simply be in God's presence. My people have been so 
aware of Nature. It is natural that we will feel close to the Creator. 
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Dr Stanner, the anthropologist who did much of his work among the Daly River tribes, wrote 
this: "Aboriginal religion was probably one of the least material minded, and most life- 
minded of any of which we have knowledge"… 
And now I would like to talk about the other part of dadirri which is the quiet stillness and the 
waiting. 
Our Aboriginal culture has taught us to be still and to wait. We do not try to hurry things up. 
We let them follow their natural course - like the seasons. We watch the moon in each of its 
phases. We wait for the rain to fill our rivers and water the thirsty earth… 
When twilight comes, we prepare for the night. At dawn we rise with the sun. 
We watch the bush foods and wait for them to ripen before we gather them. We wait for our 
young people as they grow, stage by stage, through their initiation ceremonies. When a relation 
dies, we wait a long time with the sorrow. We own our grief and allow it to heal slowly. 
We wait for the right time for our ceremonies and our meetings. The right people must be 
present. Everything must be done in the proper way. Careful preparations must be made. We 
don't mind waiting, because we want things to be done with care. Sometimes many hours will 
be spent on painting the body before an important ceremony.  
We don't like to hurry. There is nothing more important than what we are attending to. There is 
nothing more urgent that we must hurry away for. 
We wait on God, too. His time is the right time. We wait for him to make his Word clear to us. 
We don't worry. We know that in time and in the spirit of dadirri (that deep listening and quiet 
stillness) his way will be clear. 
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We are River people. We cannot hurry the river. We have to move with its current and 
understand its ways. 
We hope that the people of Australia will wait. Not so much waiting for us - to catch up - but 
waiting with us, as we find our pace in this world. 
There is much pain and struggle as we wait. The Holy Father understood this patient struggle 
when he said to us: 
"If you stay closely united, you are like a tree, standing in the middle of a bushfire sweeping 
through the timber. The leaves are scorched and the tough bark is scarred and burnt; but inside 
the tree the sap is still flowing, and under the ground the roots are still strong. Like that tree, 
you have endured the flames, and you still have the power to be reborn". 
My people are used to the struggle, and the long waiting. We still wait for the white people to 
understand us better. We ourselves had to spend many years learning about the white man's 
ways. Some of the learning was forced; but in many cases people tried hard over a long time, to 
learn the new ways.  
We have learned to speak the white man's language. We have listened to what he had to say. 
This learning and listening should go both ways. We would like people in Australia to take time 
to listen to us. We are hoping people will come closer. We keep on longing for the things that 
we have always hoped for - respect and understanding… 
To be still brings peace - and it brings understanding. When we are really still in the bush, we 
concentrate. We are aware of the anthills and the turtles and the water lilies. 
Our culture is different. We are asking our fellow Australians to take time to know us; to be 
still and to listen to us… 
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Life is very hard for many of my people. Good and bad things came with the years of contact - 
and with the years following. People often absorbed the bad things and not the good. It was 
easier to do the bad things than to try a bit harder to achieve what we really hoped for… 
There are deep springs within each of us. Within this deep spring, which is the very Spirit of 
God, is a sound. The sound of Deep calling to Deep. The sound is the word of God - Jesus. 
Today, I am beginning to hear the Gospel at the very level of my identity. I am beginning to 
feel the great need we have of Jesus - to protect and strengthen our identity; and to make us 
whole and new again. 
"The time for re-birth is now," said the Holy Father to us. Jesus comes to fulfil, not to destroy. 
If our culture is alive and strong and respected, it will grow. It will not die. And our spirit will 
not die. 
And I believe that the spirit of dadirri that we have to offer will blossom and grow, not just 
within ourselves, but in our whole nation. 
 
www.miriamrosefoundation.org.au
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Appendix C: PROSPERO Registered Systematic Review Protocol. 
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Appendix D: Study 1 Published Manuscript 
 
Dale E., Kelly, P.J., Lee, K.S.K., Conigrave, J.H., Ivers, R., & Clapham, K. (2019). 
Systematic review of addiction recovery mutual support groups and Indigenous people of 
Australia, New Zealand, Canada, the United States of America and Hawaii. Addictive 
Behaviors, 98, 1-7. doi:10.1016/j.addbeh.2019.106038 
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Appendix E: Study 2 Acceptance Communique from Drug and Alcohol Review 
Dale, E., Lee, K. K., Conigrave, K. M., Conigrave, J.H., Ivers, R., Clapham, K., & Kelly, P. 
J. (in press). A multi-methods yarn about SMART Recovery: First insights from Australian 
Aboriginal facilitators and group members. Drug and Alcohol Review. 
https://doi.org/10.1111/dar.13264  
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Appendix F: Study 3 Published Manuscript 
Dale, E., Conigrave, K. M., Kelly, P. J., Ivers, R., Clapham, K., & Lee, K. K. (2021). A 
Delphi yarn: Applying Indigenous knowledges to enhance the cultural utility of SMART 
Recovery Australia. Addiction Science & Clinical Practice, 16(1), 1-15. 
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